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Dentists, more interested to-day than 
ever before in prolonging the useful- 
ness of their instruments, are turning 
in ever-increasing numbers to Metaphen 
Disinfecting Solution where the cold 
disinfection of instruments is practi- 
cable. For Metaphen Disinfecting Solu- 
tion does not injure temper or finish, 
not pit or dull cutting edges, and thus 
eliminates the wear and tear of frequent 
resharpening. @ This widely used agent 
requires a minimum of attention and 
may be relied upon in the absence of 
much blood and exudate to kill com- 
mon vegetative pathogenic bacteria 
bacilli) in about 


(except tubercle 


A circle of old friends ... worth keeping! 


ten minutes. Instruments removed 
from the disinfectant are ready for 
immediate use without rinsing or dry- 
ing, since Metaphen Disinfecting Solu- 
tion is non-irritating to the skin and 
oral tissues, and does not leave a 
gummy deposit to interfere with the 
free action of hinged or jointed instru- 
ments. @ In addition, when instruments 
are cleaned before immersion, the solu- 
tion remains clear and stable, and may 
be used over an extended period with- 
out’ marked decrease in efficiency. 
e Why not order a supply to-day? 
ABBOTT LABORATORIES 
(Australia) Pty. Limited 


Box 369% G.P.O. Sydney 


REG. TRADE MARK 


crthocreso!, Abbott) 


AVAILABLE tN BOTTLES OF 40 AND BO FLUID OUNCES 
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NATUCRYL 


YLIC TEETH 


acrytic Teeth are PREFERRED 


more and more dentists are thinking in terms of Natucryl.. 


This is because their quality goes hand in hand with service. 
* The unique method of fabrication closely simulates the 
structure of natural teeth.* Because they are more widely stocked 
it pays to specify Natucryl for prompt and efficient service. 


Available at Regular Dental Supply Houses 


SOLE WHOLESALE DISTRIBUTORS: 


THE AMALGAMATED DENTAL CO. LTD. 


MELBOURNE SYDNEY 
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‘SYN TREX’ 
NATURAL TOOTH TONES 


Pre-blended to give you simpler, 
more effective shade-matching 


“Syntrex” (De Trey’s Synthetic Porcelain) 
will in future be supplied in Natural Tooth 
Tones as follows: 


Yellowish Greyish 
A2 B2 Yellow 


A Medium B Medium 
Yellowish Grey Greyish Yellow 


Dark Yellowish Dark Greyish 
A3 Grey B3 Yellow 


These six new pre-blended shades all have a 
certain red content which gives them warmth 
and vitality. They also permit the reproduction 


of the majority of yellow tones and approxima 
grey gradations, In many cases, direct matching 
is secured with a single powder. Refinements 
for intermediate shades may be achieved by 
combination of two basic shade powders. This 
will provide 15 further shade variations. 


BLENDERS (for extreme cases) 

So well have the new ‘“*Syntrex” Natural 
Tooth Tones been formulated that only a very 
few extreme cases outside their scope are likely 
to be encountered. For these extreme cases 
three BLENDERS are available, Dark Grey, 
Brown, Greenish Tint. 


THE ‘SYNTREX’ NATURAL TOOTH TONES 
ASSORTMENT IN PLASTIC CABINET 


A sound investment for greater 
convenience and efficiency in 
your filling work 


CONTENTS: 


6 full portion ‘‘ Syntrex ” Natural Tooth Tones 
Powders. 

3 half portion “‘Syntrex”’ Blender Powders. 

2 full portion ‘* Syntrex”’ Liquids. 

1 bottle De Trey’s Cavity Lining. 


1 “Syntrex” Natural Tooth Tones Shade 
Guide. 


ATTRACTIVELY PRICED —SEE YOUR 
DEALER. 


THE AMALGAMATED DENTAL CO. LTD. (INC. LONDON, ENGLAND) 
124, Exhibition Street, MELBOURNE. And at 160, Castlereagh Street, SYDNEY. 
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5S. S. WHITE 
TRUE DENTALLOY 


45 YEARS OF CLINICAL APPLICATION THROUGH- 
OUT THE WORLD AND MILLIONS OF SAVED 
TEETH RECOMMEND IT.... 


N 1895-96 Dr. G. V. Black read his epochal paper ‘* Physical Characters 
of the Human Teeth in Relation to their Diseases and to Practical 
Dental Operations, together with the Physical Characters of Filling 
Materials.’’ He was the first to put dental amalgam alloy to ‘‘ balance * 
the metals of amalgam alloy by counteracting the manufacture and mani- 
pulation on a scientific plane. He showed the expansion of one against 
the contraction of another ; how to control flow ; how to “ fix ”’ the 
properties of an alloy by ageing or annealing so they would remain un- 
changed for a long time ; how to mix and manipulate alloy to produce 
uniform results. 


When Dr. Black offered to teach his methods of making alloy, an S. S. 
White mah was the first to enrol and graduate from his course. The 
result of this training was the birth of True Dentalloy in 1900. It was . 
the first ‘‘ balanced "’ alloy, the first alloy made under scientific control. 
It became popular immediately wherever dentistry was practised. 


Every investigation made upon dental amalgam by the Federal Bureau 
of Standards has proved the merit of True Dentalloy. It complied with 
Federal Specification No. 356, issued in 
1925, which was confirmed by the joint 
investigation on alloys by the Bureau of 
Standards and A.D.A. Research Associates 
in 1928. It complied with A.D.A. tentative 
Specification No. |, 1929, and Federal Speci- 
fication UA 451. It was found satisfactory 
in the third survey on alloys by the Bureau 
of Standards and A.D.A. in 1933, and com- 
og with the present A.D.A. Specification 
o. | for Dental Amalgam alloys, revised 
January, 1934. 


Our suggestion, True Dentalloy for 
Fillings that Endure, is therefore more 
than a mere advertising slogan. 


If you have not used True Dentalloy, 
make this your opportunity to do so. 


THE WHITE CO. OF sswenrs AUSTRALIA PTY. LTD. 


T. & G. MUTUAL LIFE BUILDING, Cr. PARK ' b) DISTRIBUTORS OF 8. 8. WHITE 


AND ELIZABETH STREETS, SYDNEY,N.S.W. “ots” TRADE - MARKED PRODUCTS 
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THE SILICATE 


Great strength 
High resistance to oral fluids 7 
Correct opacity 


Minimum number of powders with 1 
matching range 
Tooth colors match 9 out of 10 cases 
withou! blending 
Simplified color matching, a d 
inserting techniques 


Complies with A.D.A. 


The S. S. White Company of Australia Pty. Ltd. 


T. & G. Mutual Life Building 
cnr. Park & Elizabeth Streets 
SYDNEY, N.S.W. 
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PRESTIGE 


It was in the year 1846 . . . over one 
hundred years ago... Flavelle Bros. 
began business at 340 George Street, 
Sydney. 


They were the first in Australia to make 


a study of the material requirements of 
the Dental Profession. 


To-day—Flavelles Dental Pty. Ltd.— 
an organisation of experts who are 
always ready to make available to you 
the benefit of their years of experience. 
They will study your needs, make re- 
commendations, and give you practical 
advice without obligation. 


FLAVELLES 


BEN TAL PAY... 
SYDNEY, MELBOURNE 
and NEWCASTLE 
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If you have a problem— 


Our experience is at 
your service 


Whether it be of supply or of any other Dental necessity, 


WE CAN HELP YOU 


Do you wish to sell a practice ? 
Do you wish to purchase a practice? 


WE HAVE BUYERS AND 
SELLERS ON OUR BOOKS 


NEEDS AND PROBLEMS OF STUDENTS AND 
GRADUATES GIVEN SPECIAL ATTENTION 


Still Your Dental House ”’ 


Milne Browne & Co. Ltd. 


Sydney: 114-120 Castlereagh Street - - ‘Phone M 4891, 5 lines 
Brisbane : 235 Edward Street - - - ’Phone B 6617 and B 876I 


Telegrams: Milnebrown 
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. . expedite your cavity preparation . . 


The Jendent operative spray 


(Reg’d) 


for straight or angle handpieces 


® Eliminates pain due to frictional heat. 
| ® Cleanses the cavity of debris. 
&g | ® Maintains a clear visibility. 


®@ Provides a continuous atomized spray. 
a | @ Easily operated by patient or nurse. 
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facilitate your laboratory work 


The Jendent universal 


laboratory motor 


@ Quiet, smooth operation. 

® Sturdy, rigid mounting. 

@ Powerful — for use with large abrasives. 
® Double pulley gives two speeds. 

@ Hoover motor with chuck releases. 


ELIZABETH STREET 
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e Another appreciative patient 
leaves your Surgery. Until she re- 
turns for her next appointment... 
aid her in keeping her teeth and 


gums in a normal condition — by 
recommending the use of the Tek 
Professional tooth brush. It’s de- 
signed to measure up to your ex- 


acting specifications. 


PTY. LTD. 4 SYDNEY. 


TOOTH BRUSH 


A “DENTIST'S” brush 
from head to handle 


Brushing Head designed 
for ease of cleaning 
and proper gum mas- 
sage. Cleans even hard- 
to-reach teeth, 


Finest Nylon bristles. 
Two rows, six tufts 
each, uniformly serrated. 


Straight handle, with 
strengthened neck, 
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Yes, your patients do think! And on their thinking, to 
a large extent, depends the goodwill of individual practice. 
That is why more and more dentists are recommending 
Fasteeth to aid patients in denture retention. Fasteeth 
is not made to “stick” the plate in the mouth, but to help 
maintain the peripheral seal which is a fundamental 
necessity in this respect. A carefully blended combination 
of gums ensures this function, making it cohesive rather 
than adhesive. Yes, indeed, you can recommend Fasteeth 
to your patients with confidence. 


DISTRIBUTED BY 


CLINTON - WILLIAMS 
PTY. LTD. 


ROTHSCHILD AVE, ROSEBERY, N.S. W. 


NOTE: The Fasteeth pack now has a special finger-tight lid. When 
this is removed, a perforated top is revealed that enables a quick, even, 
economical distribution of FASTEETH Powder over all parts of dentures 
that contact the gums and the roof of the mouth. Professional samples 
available on request. 


or 


Say you saw it in ‘‘The Dental Journal of Australia’’ 


4 
— 
q 
ASTEETH 
if 
HOLDS 
DENTAL PLATES 
IRML 
LY 
sheath 
CS 
xi 


PORTEX 


“Co-pol” Denture Base 


Ethyl-methyl methacrylate Co-Polymer 


FRACTURE-RESISTANT 


having all the well-known attributes of acrylics 
PLUS very much greater RESILIENCE 


(Light, Mid and Dark Pink and Clear) 


From All Dental Supply Depots 


Wholesale Distributors: 


PAUL WITZIG & CO. PTY. LTD. 
55 YORK STREET, SYDNEY 


Telegrams: Box 1352, G.P.O., Telephones: 
Witzigo, Sydney SYDNEY BX 3147 
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p a é n is the last straw that breaks the patient’s fortitude. 


The more promptly he can be relieved of pain the 
greater will be his appreciation and the more lasting 
his confidence in the dentist. 

VEGANIN serves as a satisfactory and comprehensive 
treatment for all types of dental pain, and it may be 
used profitably as a sedative before extractions. 
Therapeutically considered, Veganin fills a well- 
defined need in dental practice. 


Veganin Tablets are supplied 
in tubes of 10 and 20 tablets. 


uantities of 100 tablets are 
available for Professional use, 


WILLIAM R. WARNER & CO. PTY. LTD., 


508-528 RILEY STREET, SYDNEY, N.S.W. 
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t is our constant policy to empress 


upon the community importance 


and significance of dada! hygiene 
a | the indispensabilaty of the dentist 


in assuring ib. 


BRISTOL-MYERS COMPANY 
PTY. LTD. 


H125-48 
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“G & G ALLOYS” 


Thirty Years of Application throughout Australia and 
Millions of Fillings to Recommend Them. 


PE MODIFIED 


ALLOY ALLOY | 


Obtainable from 
Your Dental Depot 
or Direct from Manufacturers 


GLOVER & GOODE PTY. LTD. 


Manufacturers of Dental Golds, Resilo, Impression Compounds, etc., etc. 


NOW 
AVAILABLE 
IN 


NATURAL 
BRISTLES 


NADA 


THE DENTISTS'-DESIGN TOOTHBRUSH 
AT CHEMISTS EVERYWHERE 
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For 
The Relief of Pain 


ANGESIL TABLETS 


(D.H.A.) 


ANGESIL TABLETS 


are particularly effective in controlling post operative pain 
following dental extraction or surgical procedures, and for 
the relief of pain prior to the commencement of dental treat- 
ment. 


READY DISINTEGRATION insures quick response, while the 
synergistic action of the aspirin, phenacetin and codeine prolongs 
the effect, thus reducing otherwise heavy dosage. 


Each tablet contains aspirin gr. 5, phenacetin gr. 4, codeine 
phosphate gr. 1/8. 


- AVAILABLE IN : 


Original tubes of 10 and 20 tablets to 
fill your prescriptions, or in special dental 
pack of 250 for the surgery. 


Distributed by the Companies comprising 
DRUG HOUSES OF AUSTRALIA LTD. 


namely : 


A. M. Bickford & Sons Ltd. Se ee eee Adelaide 
Elliotts & Australian Drug Pty. Ltd. ... Sydney & Newcastle 
L. Fairthorne & Son Pty. Ltd... ... Launceston & Hobart 
Felton Grimwade & Bickford Pty. Ltd.... ... Perth & Kalgoorlie 
Felton Grimwade & Duerdin Pty. Ltd. a .-» Melbourne 
Taylors Elliotts Pty. Ltd. ... Brisbane, Rockhampton & Townsville 
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ORTHODONTIC INTERESTS FOR THE GENERAL PRACTITIONER* 


HAROLD CHAPMAN, F.D.S.R.C.S. (ENG.). 


The general practitioner is compelled by his position to take an interest in 
Orthodontics: parents will ask and expect his advice and others will demand 
treatment from him. 


Fig. 1—This case shows a reduction of the space between 1/1 during 15 months. 

I suspect it is one in which the gap will not close entirely because the bone on each side 

of the suture does not proceed to a sharp point as in a normal case but terminates in 

a blunt “fuzzy” end, the suture being indistinct, which is typical of those cases in 

which the centrals remain permanently apart, frequently to a much greater extent 
than in this case. 


*Presented at the Twelfth Australian Dental Congress, Sydney, August, 1950. 
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THE IMPORTANCE OF A KNOWLEDGE OF THE NORMAL. 


Advice cannot be given until a diagnosis has been made and a diagnosis is 
not possible unless one knows the normal state of the dentition. I have in mind 
the normal state from 2 to 12 years of age: this does not follow a set pattern, as 
used to be thought. The normal condition for each age differs from the other 
normal states and exhibits different changes. These conditions are studied by 
serial models, and who has a greater opportunity to do this than the general 
practitioner? He can follow the abnormal conditions in the same way; as far 
as I know this has not been done. 

The importance of knowing the normal condition at different stages is well 
exemplified in the erupting upper central incisors. They always erupt with 
a space of up to 6 mm. between them. This space closes in time with a few 
exceptions }»? (Figs. 1 and 2). The number of children who receive unnecessary 


Fig. 2.*—Separation of 1/1 with normal condition of the bone between: age 10-0. 

(b) Separation of 1/1 with abnormal condition of the bone between, probably per- 

manent separation: age 18-0. (c) Girl aged 18-0 with separation of 1/1; these had 

been brought together and relapsed. Bone condition between 1/1 is similar to that 

shown in (b). (d) Boy age 6-0 showing normal condition of the bone between 1a/al. 

(e) Abnormal appearance of bone between 1la/al, probably indicating permanent 
separation. 


*The writer is indebted to Mr. O. N. Catchpole for radiographs (a) and (b), and 

to Mr. Kenneth Wright for (c). 

1. Chapman, Harold.—The normal dental arch and its changes from birth to adult 
(President’s Address): Brit. Dent. J., 58:201-229, 1935. 

2. Chapman, Harold.—Separation of the permanent upper centrals: Trans. B.S.S.O., 
1935, pp. 250-257. 
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treatment to bring such teeth into contact indicates that the condition is not 
always recognized. Of course, such patients have a successful orthodontic treat- 
ment, but it would have happened naturally without any treatment. 


Another false concept is that expansion or enlargement of the arch in 
Class I (Angle) cases is necessary to make room for all the teeth—the arches 
enlarge naturally between 2 and 10 years of age’ (Fig. 3) and it is more than 
doubtful if they can be enlarged by orthodontic measures any more than they 
would enlarge naturally’, so, with a few exceptions, I have abandoned this treat- 


Fig. 3.—Normal occlusion. The same case at four ages, showing normal changes (no 
treatment). At age 6-7, the lower permanent laterals are lingual to the line of the 
arch: the arch breadth increases to provide space for them: other factors may also 
provide some of the necessary space. The upper centrals are spaced; this is normal 
at this stage. The space may be considerably greater (as much as 6 mm.). It has 
usually closed by the age of 10-0, but may do so earlier or later. There is a small 
proportion of cases in which the space is permanent, when it may be due to the condition 
of the bone between the upper central incisors. 


8. Chapman, Harold.—When orthodontic treatment to enlarge arches is indicated: 
Trans. B.S.S.0., 1938, pp. 23-34; Dent. Record, 58:353-364, 1938. 
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These two examples emphasize the importance of knowing what is normal 
at various stages of development of occlusion and what changes may occur 
naturally. I will enumerate some aspects of the normal state and some of these 
changes, not all of which will necessarily be seen in any individual case. 


NORMAL CONDITIONS AT VARIOUS AGES, AND VARIATIONS WHICH May Occur. 


2 years: All teeth are spaced. The cusps of the lower temporary canines 
interdigitate between the upper temporary lateral incisors and canines in a 
position distal to this. The molars occlude with one tooth only. The distal 
surfaces of the upper and lower second molars are “flush.” Overbite may be 
considerable in that the upper incisors cover more than one-third of the crowns 
of the lower incisors. | 


2 to 7 years. The posterior spaces close and the arches are probably widen- 
ing. This is not measurable as the teeth are moving medially and the arches 
are narrow towards the front. Attrition of incisors occurs and the overbite is 
reduced. There is a medial movement of all lower teeth in relation to the upper 
teeth which is probably brought about by medial movement of the mandible 
itself. There is an increase in the breadth of the upper arch. 


4 to 9 years: There is a continuation of the medial movement of the lower 
teeth and an increase in the arch breadth, but this is less in the lower jaw than 
in the upper. 


8 to 144 years: The upper central incisors are separated, and the upper 
lateral incisors possess a distal inclination. Other variations of the incisor 
alignment can occur. The overbite is reduced. The lower permanent lateral 
incisors may erupt on the lingual or labial aspect of the lower temporary canines, 
as there is insufficient space for them to be in good alignment at this stage. 
In other cases there may be sufficient space for them. Arch breadth in the 
region of the lower molars is reduced after the temporary second molars are lost, 
because they move forward into a narrower part of the arch to take up the 
excess space, the lower second bicuspids being smaller than the lower temporary 
second molars. 


TREATMENT. 


The object of treatment. 


The object of orthodontic treatment may be summed up as an attempt to 
obtain a good alignment of the upper anterior teeth which will also bear a good 
relation to the lower teeth. The alignment of the lower teeth is of less import- 
ance than their function of maintaining the good position of the upper teeth 
(Fig. 4). 

Class I (Angle) conditions. 

For the purpose of this paper I chall regard Class I (Angle) conditions as 
those in which the “apical base of Lundstrom” (also spoken of as “basal bone’’) 
is too small to contain all the teeth in alignment and cannot be enlarged by 


orthodontic treatment‘, so that extraction is essential if the incisors are to be 
in line. 


4, Chapman, Harold.—Failures in orthodontic practice: Trans. B.S.S.O., 1937, pp. 
84-100; Dent. Record 58:57-73, 1938. 
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Treatment for the alignment of the upper incisors is undertaken early, if 
one or more are rotated or otherwise out of line and it is decided that self- 
correction is unlikely. To do this, removal of the upper temporary canines may 
be necessary. My view is that rotations are less likely to relapse if they are 
corrected some time before the roots are fully formed. 


Every case a problem of entire denture and demands a knowledge of 
NORMAL in all its phases: Then 
DIAGNOSIS is possible and is followed by 
must be considered together to give a 


RESULT 
which is or has 


Correct alignment without } 21112 
proclination of ert 


AESTHETIC | 


PERMANENT 4 Good occlusal relation of sities 


| FUNCTIONAL Good occlusion of — 


Fig. 4. 


Later, I remove the two upper first premolars. I do not remove lower 
teeth unless one or more are entirely or almost entirely shut out of the arch 
or the spaces created in the upper arch by any extractions are greater than 
those created in the lower. This is important because the size of the lower arch 
controls the size of the upper arch. If a lower tooth is removed, the arch will 
become smaller and the upper arch will then also become smaller; if there are 
no spaces, an irregularity will develop but, if the lower teeth are intact and upper 
teeth only are extracted, the upper spaces will close, more or less, in time by the 
teeth moving round the arch (maintaining correct bucco- and labio-lingual rela- 
tions) without any collapse. Hence, recent American literature emphasizes the 
importance of closing lower spaces after extractions so that the teeth may be 
in good alignment. Warnings are given, however, that such spaces may re-open. 
I, personally, leave the lower incisors overlapping if the space created by extrac- 
tion does not fulfil the conditions mentioned above. 


If in doubt, do not extract a lower tooth. If the space will be 2.5 mm. to 
5 mm., Carey® and others advise removal of the first upper premolars but, if 
the space will be greater, the second upper premolars are preferred. My prefer- 
ence is usually the first premolar because the contact points between the molar and 
first premolar are less satisfactory than the contact points between the molar 
and second premolar. The loss of a lower incisor sometimes gives a good result, 
but in my experience the effect is uncertain and rarely to be advised. If the 
upper incisor alignment is good, then extraction is the only treatment called 
for in these Class I cases, but I do not do this until it is certain that there is not 
room for all the upper permanent teeth in good alignment*®. 


5. Carey, C. W.—Linear arch dimension and tooth size: Am.J.Orth., 35:762-775, 1949. 
6. Chapman, Harold.—Cases of etiological and diagnostic interest: Trans. E.O.S., 
1947; Dent. Record, 68:65-73, 1948. 
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Class III (Angle) conditions. 


Certain Class III (Angle) conditions may be treated in a simple and spectacu- 
lar manner. Lower pre-normal occlusion may be corrected up to the age of 6 
or 7 years by means of head and chin caps’ (Figs. 5 and 6) connected with rubber 
bands which exert a pull backwards on the chin of two ounces. The overbite is 
eliminated by means of a lower plate covering the occlusal surfaces of the 
posterior teeth, which is discarded when the upper and lower incisors are in 
correct relation. This depresses the molar series temporarily and so increases 
the overbite, a factor which favours retention. 


This method can be varied by making the lower plate with an incline on 
which the upper incisors bite, the force having a reciprocal action which brings 


Fig. 5.—Age 6-4. Dentition edcba/abcde treated with head and chin cap for five 

months and a lower plate covering ed/de, combining an inclined plane for the upper 

incisors to occlude on; there was no contact with the upper molars. This plate was 

worn for two months. Result very satisfactory. Note relation of /ce to /ce at 6-4 
and 7-0. The relation of the teeth at age 8-0 remains the same. __ 


7. Chapman, Harold.—Practical observations: Trans. B.S.S.0., 1948, pp. 103-115; 
Dent. Record, 69:64-73, 1949. 


106 


: 


The Dental Journal of Australia, March, 1951 


the upper incisors labially and the lowers lingually. Once the relations are 
correct and the appliance discarded, the teeth will adjust themselves. This 
method is probably preferable when the upper permanent centrals have erupted. 
Obviously it is useless when the deciduous incisors are loosening but it may be 
used when they are quite firm. It is not advised in any conditon where the 
overbite is slight, as it tends to be reduced and so the natural retention provided 
by the overbite is eliminated. 


(b) 


Fig. 6.—Shows head cap as used in Fig. 5. In the case shown, the boy is aged 8-5 
and is also wearing fixed appliances with intermaxillary traction to bring the lower 
arch back into correct relation with the upper. He also has a lower plate on which 
the molars occlude to eliminate the overbite until the incisor relationship is corrected: 
at the time the photograph was taken this had almost taken place. 


The head and chin caps must be worn always, so treatment should not be 
commenced until full co-operation is assured. 

The youngest person I have treated in this way was under two years of 
age®®, At 2 or 3 years of age, the treatment may only take two or three months 
and as many visits. 


Upper incisors lingual to lower incisors. 


Class III conditions must not be confused with those in which the upper 
incisors are lingual to the lower incisors (the lower arch not being pre-normal 
as in Class II). Lingually placed upper incisors are some of the simplest con- 
ditions to treat, though not always as simple as Class III conditions, yet they 


8. Bennett, Sir Norman G.—Science and Practice of Dental Surgery, ed. 2, vol. 1, 
London, Oxford University Press, 1931, Fig. 480. 

9. Chapman, Harold.—Article on Orthodontics: British Surgical Practice, vol. 6, 
London, Butterworth & Co. (Publishers) Ltd., 1949, Fig. 211. 


107 


‘ 
ng, 

(a) = — 
4 
4 
| 


The Dental Journal of Australia, March, 1951 


may present difficulties if not treated to the best advantage for their particular 
features. Up to 8 or 9 years of age, if there is a considerable overbite, these 
conditions may be treated by a metal inclined plane cemented on the lower 


(b) 


(a) 
Fig. 7—Age 8-9: upper permanent incisors lingual to lower permanent incisors 
(b/b about to be shed). Good lower arch in correct relation with the upper arch. 
Upper incisors corrected by labial movement with a removable appliance, a plate 
covering the upper deciduous molars, carrying two corresponding springs, one shown 
in diagram (b): the plate included a Badcock screw to widen the upper arch; the 
screw was turned one-eighth of a circle a week. 


Age 9-1: good alignment and relation of all teeth. The deciduous molars are not 
now quite in occlusal contact as the result of wearing the plate but will be shortly 
after plate discarded. 
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incisors, or by a lower plate designed with an incline for the upper incisors to 
bite on, as already described. The incline must be as vertical as circumstances 
allow, to avoid depressing the teeth and so reducing the overbite which will be 
the natural retainer. The bite opens by this method, so if the correction is not 
obtained in two or three weeks the method should be abandoned, as after this 
time there is likely to be insufficient overbite to act as a retainer. 


If there is little overbite or likely to be insufficient to act as a retainer, an 
upper plate covering the molars carrying one or two springs (one from each side) 
may be used to move the upper incisors (one, two, three or four) labially. 
(Fig. 7.) A rigid spur in the plate passes into a convenient interproximal space 
to keep the spring(s) at the gingival margin. The springs must operate at 
this point in order to be most efficient and to be least likely to depress the teeth 
and so reduce the overbite. The spur may have a loop in its course to enable it 
to be lengthened as the teeth move labially. Clasps mer be used on the second 
deciduous molars to retain the plate. 


When the teeth are corrected, the molar covering is removed, the springs 
adjusted to be passive and the plate now used as a retainer. The molar covering 
opens the bite, thus removing the obstacle to labial movement of the upper 
incisors and also tends to depress the molars, thus increasing the overbite tempor- 
arily, making it (the overbite) more effective in retaining the corrected upper 
teeth labial to the lower incisors. If platinised gold is used for the springs, 
they may be lengthened by soldering on a length of wire in a continuous line or 
doubled back on itself (Fig. 7). This can engage the laterals after the centrals 
are corrected, if this has not been possible in the first instance; only light 
pressure is required. 


The efficiency of the appliance is of the greatest importance: it must be 
worn always until correction is complete and then gradually discarded over 
two to four weeks. Make haste slowly. A retainer is not usually necessary 
with the cemented metal inclined plane but, if it is, it may consist of a plain band 
on the corrected tooth, carrying a labial spur to engage its neighbour or 
neighbours. 


Single upper central incisors have been corrected during their eruptive 
stage by the patients’ levering them labially against the lower incisors with a 
wooden tongue spatula cut to the correct width. Pringle uses a metal cement 
spatula. Success will depend on the persistence of the child in using the spatula 
effectively. I have found the other methods more satisfactory. 


Grinding deciduous teeth. 


The grinding of the incisal edges of upper deciduous teeth to free them from 
being locked lingually by their opponents may be helpful in bringing about 
improved alignment of permanent incisors. Kjellgren’®, of Stockholm, has pub- 
lished an instructive paper on this subject: he suggests reducing the width of 
deciduous teeth by grinding the approximal surfaces to give the permanent 
incisors more room to align themselves. I have ground the incisal edges of 
upper and lower deciduous incisors in a slight Class III condition (Fig. 8) and 


10. Kjellgren, B—Serial extraction as a corrective procedure in dental orthopaedic 
therapy: Acta Odontologica Scandinavica, 8:17-43, 1948. 
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Fig. 8 (b). 
Fig. 8—Age 3-4: Mild Class III ¢/e too medial to ¢/c, ba/a labial to ba/a; all other 
labio-lingual and bucco-lingual relations correct. Very small arches. Incisors ground: 


this repeated one month later. 
Age 4-11: c/c now in correct relation with c/c. Incisors are edge to edge, the 


upper ones being very slightly labial to the lower ones. ¢/c .5 mm. wider: c/c 2.5 mm. 
wider. Appearance of teeth greatly improved, though the crowding remains, but the 
Class III condition (if it were such) has disappeared. 
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improvement in the relations of the incisors has followed". Slight grinding of 
teeth may be helpful in other instances, e.g., when a lower deciduous canine 
is preventing a lingually placed upper lateral from moving into line. 


Space retainers. 


Removable space retainers'? are preventive appliances which the general 
practitioner may use with great advantage in suitable cases, but they must not 
be used indiscriminately. Firstly, it should be established that the spaces are 
closing: if they are, it must next be decided whether it is necessary or desirable 
to keep the spaces; if they have to be maintained for four or five years, it may 
well be impracticable. Where normal occlusion* exists, the spaces may be 
checked periodically for any closing: when they show signs of doing so, it can 
be decided whether room is to be kept for all the permanent teeth or whether 
one is to be removed at a later stage and the use of an appliance thus avoided. 


Whilst the treatment is the same as in Class I conditions, it is for a different 
reason. In Class I conditions the early loss of deciduous molars may be a cause 
of inadequate space as may the small apical base: in such cases there is the risk 
that there may be so much reduction of space that two teeth in each quadrant 
might be shut out. It is clearly desirable to avoid this in both upper and lower 
laws. 


Space retainers need not be worn all the time; wearing them alternately by 
day and night, a week at a time, will suffice. They may be made to occlude with 
the teeth in the opposite jaw: they must not prevent natural development of the 
arches or natural (as opposed to undesired) movement of individual teeth. 
Space retainers are needed because of the loss of teeth. This may have been 
brought about because of the lack of earlier care; thus, efficient conservative 
work is another preventive of some orthodontic problems. 


Symmetrical extraction. 


In Class II (Angle) conditions (lower post-normal occlusion) the lower 
arch is too far back in relation to the upper. This in itself may be regarded 
as a mandibular deficiency and one does not want to allow this to increase by 
having less space in which the permanent teeth may erupt. In this instance, 
such loss should be prevented. 


The removal of some upper teeth may be indicated in some of these con- 
ditions, but rarely lower teeth. This is an example where symmetrical extraction 
is contra-indicated; there is no symmetry between the upper and lower arches as 
in Class I cases. Symmetrical extraction may be good treatment if the errors 
are symmetrical, but often they are not, e.g., the loss of space due to the early 


; *Normal occlusion means that the arches will (develop to) contain all the teeth 
in good alignment and in good occlusion: also that the arches will be in their correct 
relationship to each other for that age. Class I (Angle) conditions are those in 
which the arches are in correct medio-distal relationship but are not large enough 
to contain all the teeth in good alignment. (Certain other conditions are ineluded in 
this Class.) 

11. Chapman, Harold.—Practical observations: Trans. B.S.S.0., 1948, pp. 103-115; 

Dent. Record, 69:64-73, 1949, Fig. 7. F 
12. retainers: Rivista di Odontojatria e Ortognatodonzia, 
arch, i 
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loss of a deciduous molar on one side only. In this connection it should be 
remembered that I have already stressed the importance of not removing lower 
teeth; an exception may be Class III conditions where it is not desirable to 
remove upper teeth and, in many cases, may not be advantageous to remove 
lower ones. 


Medial placement of upper permanent canines. 


Recently I have had a number of patients whose upper permanent canines 
have been too medial, associated occasionally with the extraction of the first 
upper premolars. If, in three months or less, there has been no natural improve- 
ment, they should be aligned with an appliance, because they are unlikely to 
correct themselves and the posterior teeth may drift forward and make the space 


Fig. 9.—-5/ /6 extracted to make room for 3/3. The improvement shown nine months 
later has occurred naturally. 3/ ground slightly to allow 3/ to go a little more 
lingually and digital pressure used to assist this. 
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for the canines too small. This forward drift must always be controlled if there 
is a possibility of the canine space becoming too small (as can happen after 
removal of an upper lateral'*). If, by extracting the first premolar, there will 
only just be room for the canine, the canine should be removed because of the 
risk of more loss of space before the canine is in position. If a first permanent 
upper molar has a short life, it may be preferable to remove it instead of a 
premolar. In some cases the two premolars and canine fall back into line with- 
out treatment'*. 15 (Fig. 9). Before undertaking treatment for this purpose, it 
should be established whether or not it is occurring naturally. 


The lips as an oral screen. 


The lips can only function naturally and remain closed if the upper and lower 
incisors are in a correct relationship. When this has been achieved, but the lips 
are held apart, an exercise should be prescribed to teach the child to keep the 
lips closed so that they will act as oral screens. The exercise consists in holding 
a light object, such as a two-inch length of aluminium rod, loosely between the 
lips. 
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AESTHETICS IN OUR RESTORATIVE PROCEDURES* 
WILLIAM D. VEHE, D.D.S., Minneapolis, Minn., U.S.A. 


A proper appreciation for aesthetics should include a modern conception of 
health principles, and these should be on a parity if we are to exercise our full 
opportunity for service to our patient. Prevention, naturally, is the noblest 
ideal we can have in mind. Health is the goal towards which all of our efforts 
must be bent but, where disease has claimed its toll in the mouth, our conception 
of the restorative art in our reconstructional procedure should be as conclusive 
and lofty as is our appreciation for the health functions of nature and their 
maintenance. 


Aesthetics is defined by Webster as the theory or philosophy of taste; a 
science of the beautiful in nature and art. Aesthetics in dentistry, then, has 
to do with the beauty and harmony of the human mouth and all that pertains 
to it. With such a conception of the term, it is obvious that the health of the 
oral tissues is the first essential of true and lasting beauty, and that this ideal 
should also be expressed in the replacement of lost structures by a proper regard 
for their colour, their form and position and their function and health tendencies. 


Man has always loved the beautiful in nature, and has striven to imitate 
it in his art. This urge was likewise manifested in the repair and replacement 
of the teeth with the desire to conceal what was not real on the one hand, and to 
decorate the teeth in various ways on the other. As civilization progressed, 
this desire to make the repair of these structures less evident gained the 
ascendancy, but these early efforts were more in the direction of colour; at least, 
form was manifested only in a very crude way. Accurate tooth form is a 
modern accomplishment which was not recognized until it was found that nature 
had a plan or purpose in the shaping of our teeth and in the placement of them in 
the arches, and if this was violated by us in the replacement of any lost struc- 
tures, discomfort and lack of function resulted, followed many times by disease 
and the subsequent loss of these and adjoining members. This led to a closer 
| observation of true tooth form and the relationship of the teeth to one another, 
and resulted in a better evaluation of these immensely important points for a 
closer realization of our ideal for beauty in the mouth. 


Perhaps the method of teaching dental anatomy to the student had some- 
thing to do with the lack of appreciation of the subject by him. At least every 
dental teacher must have observed that the student made very little use of his 
training in the subject in applying it to his work where a practical application 
| ‘ should be expected. 

{ The modern conception of beauty in relation to the mouth is to conceal any 
. artificial replacement. Porcelain still is our most effective material with which 
our ideal may be realized, in spite of the introduction of the plastics, and it 
occupies such an important place among our restorative materials that our 
sensibilities would be shocked indeed if we were suddenly to be deprived of it. 

In restoring portions of a tooth crown the porcelain inlay is demanding more 
consideration as it is better understood and its weaknesses are overcome. Very 
recently self-curing resins have been introduced for filling procedures. They 


KS 


*Presented at the Twelfth Australian Dental Congress, Sydney, August, 1950. 
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have fascinating working qualities and some of the results do look good. It is 
too early, however, to be sure of their lasting qualities since it has not been 
established that there is not a slight contraction in their placement. In the 
repair of certain areas of a tooth crown, as for instance in the labial surfaces 
and the buccal surfaces of the posterior teeth when aesthetics demands its use, 
porcelain is unequalled by any other material that may be used today. In these 
areas its permanence cannot be questioned; it meets the colour requirement fully, 
and it is a greater preservative of tooth structure because of its clean surface 
structure, preventing largely the formation of plaques and consequently recurring 
decay. This is also largely true of porcelain in the proximal surfaces of the 
anterior teeth, in fact, for the restoration of any area of a tooth crown where 
the surrounding physical conditions permit its use with the proper degree of 
safety. In these latter cases the forces and area of occlusion and the bulk of 
porcelain obtainable indicates the probable permanence of the restoration, and 
its use must be determined on this basis. 


The highest embodiment of the artistic is possible with porcelain in the 
restoration of an entire tooth crown. In these cases the veneer crown lends 
itself completely to colour to the minutest detail, and individual form is possible 
to the same degree; in fact, the accuracy of reproduction of any individual 
tooth is only limited by the ability of the dentist. His understanding of the 
conditions that are to be met and his conception of the artistic can be fully 
expressed in such an operation. 


In reference to the inlay one naturally cannot use it universally in restoring 
tooth structure because of the natural weakness of porcelain and so, consequently, 
he must use his judgment as to its possible serviceability in any particular case. 
This is not true in the same way of the veneer crown, and so advantage may 
be taken more freely of these aesthetic qualities which make this crown such a 
valuable contribution to our life-like restorative facilities. 


It is in the replacement of structures other than individual teeth that the 
problem of aesthetics has not come into its own. It is true that the use of 
facings and porcelain teeth as they are available to us have largely helped to 
place bridge and denture work in the exalted position they occupy today, and it is 
not the intention of your essayist to minimize this influence. It is his purpose, 
however, to deal with the problem of aesthetics in our restorative work and, 
in this survey, to recognize the shortcomings of the manufacurer’s products in 
striving for this ideal. This is not done in a spirit of criticism, for the manu- 
facturers could never fully meet our requirements in this respect. It must be 
admitted, however, that there is something more to be desired, both as to colour 
and form, in the porcelain structures that are available today. 


Our problem in our restorative work is to render it inconspicuous, and not 
only is the colour of supreme importance, but form is so likewise. In a survey 
of these requirements it is evident that the incisal or occlusal portions of our 
porcelain facing or teeth, as well as their cervical areas, must be in harmony 
with the colour demands of the mouth. This is only a part of our problem, for 
form plays as important a role in producing a life-like appearance. It is obvi- 
ous then that there are three requisites that each facing or porcelain tooth 
must meet in order to serve our purpose correctly, and it is equally obvious that 
the happy combination of these essentials are very rarely to be found together 
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in the structures as we can obtain them. This condition makes it particularly 
difficult, except in rare instances, to obtain entirely pleasing results in supplying 
lost structures unless proper steps are taken to correct them. 


Bridgework constructed in the anterior part of the mouth, for instance, is 
often easily detectable at ordinary conversational distances. This is not true 
alone of poorly constructed work, but carefully designed and placed structures 
often do not lend themselves to the aesthetic requirements of the particular mouth. 
In bridgework the appearance of the tissues around abutment teeth and pontics 
often discloses a bad condition fundamentally, and the colour and form of the 
teeth, or should we say the form and colour of the restoration, are not in 
harmony with the requirements of the mouth. They are lacking in aesthetic 
co-ordination in that there may not be a single point of similarity but rather 
an established contrast which attracts the attention of an observer. In denture 
work there are many factors which must be observed to obtain the desired 
aesthetic effect. Not only do colour and form show up quickly, but the correct 
placement of the teeth is equally vital. Dentures that otherwise excellently 
conform to individual requirements can be detected when viewed from the side 
more towards the angle of the mouth, especially from the distal half of the upper 
cuspids, and the bicuspids, which are the final betrayers. In these cases the 
attention of the one who set up the teeth must have ceased when the cuspids 
were placed; at least the work was not carried to a harmonious conclusion. 


At this point the proper question might be: “What is to be done about it”? 
Is it not a logical answer that we critically examine the individual form require- 
ments of a case and then reproduce it, and that we carefully observe all of the 
aspects of the individual teeth colours, and then interpret them accordingly? 
It seems that this must be the answer, and so it appears that we must carefully 
note these individual characteristics to be able then to include them. We know 
what form is and what we must do to reproduce it, and we also know what 
colour is, or do we? This perhaps is a good question, and so to find out whether 
we do or do not, it might be interesting for us to follow through a short review of 
the subject. 


Colour is a visual phenomenon: it is the silent music of nature, and it is 
given to us to enjoy as we pass along life’s lane. This colour symphony which 
surrounds us, sometimes an inspiration, and at other times depressing, ranks 
equally with music in beauty and charm. Its fullest enjoyment and appreciation 
must be cultivated as in music. Unfortunately, the study of colour has been 
neglected in too many instances, particularly by men. Whether we recognize 
it or not, all of us are expressing ourselves in colour in almost every. phase 
of our lives by our surroundings, dress, speech, etc., and no matter what the 
individual may think of this influence, or whether he cares what it may be, on 
closer analysis it will have to be admitted that one’s colour expression may be 
pleasing or even positively annoying to others, and their actions toward us must 
be influenced in some way thereby. 


Fundamentally, colour is entirely dependent on light which is thought of 
as a radiant energy emanating from some luminous body. Sunlight is our main 
source of light, and it is composed of ether waves which have a very high 
frequency of between about twenty-three trillion and fifteen hundred trillion 
cycles. The human eye is altogether incapable of perceiving more than a small 
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part of this entire scale of frequencies, since we cannot begin to detect the 
infra-red rays until they reach a frequency of about 375 trillion cycles, and we 
cease to recognize the ultra-violet rays after they reach a frequency of some- 
where around a thousand trillion cycles. This was determined by different 
observers, notably Sir Isaac Newton who in 1672 analysed a beam of sunlight 
through a spectrum. Later, in 1800, Herschel found (with the aid of a ther- 
mometer), that the spectrum continued beyond the visible, red end, and in 1801, 
Ritter proved the existence of the ultra-violet rays beyond the other or violet 
end by its action on silver chloride salts. 


These observers, together with others, found that sunlight was perhaps the 
most perfect white light, and that its whiteness was dependent on a definitely 
even distribution of the rays of different frequencies. This in turn showed that 
when these rays were not so distributed white light would not result, but that 
it would show the influence of the predominating ray or rays. This point is of 
some importance to us, and it will again ‘be taken up later. 


In these observations it was also possible to measure the frequencies of 
the spectral colours, which were found to be mathematically definite. The 
primary colours are the principal colours found in a spectrum, and Newton’s 
seven primaries were red, orange, yellow, green, blue, indigo and violet. In 
colour synthesis it was found that there really are three primary colours, and the 
Newton-Bewster theory that red, blue and yellow will produce any and all the 
other colours seems to be the accepted theory at this time. When these three 
colours are mixed together in the form of pigments, grey or black will be pro- 
duced. On the other hand, if beams of light of these same colours are thrown 
together in proper proportions a white light will result. A colour that will 
produce grey when mixed with another colour is spoken of as being its comple- 
ment; for example, if we take a primary colour like red, the colour that will 
produce grey is its complement, which in this instance is green, and green is a 
mixture of blue and yellow. In such a colour reaction one or the other of these 
colours is always a mixture of two of the primary colours, or each of them may 
have a mixture of a colour that is common to both. 


Non-luminous objects are visible entirely from the amount and kind of light 
that is not absorbed, but is either transmitted, reflected or refracted to us. An 
object that reflects light equally is white, while objects that do not have this 
property show colours. There is no known object which either absorbs or reflects 
all of the light that reaches it, and so it must be apparent that the character of 
this reflection must be in direct proportion to the amount and kind of light 
which reaches it. It is difficult to explain the complexities of the action of 
non-luminous bodies or physical objects upon light. Observation shows one that 
there are hardly two alike. A surface that is polished has entirely different 
characteristics from one that is roughened, and the kind of roughness likewise 
makes a difference. A surface may be plane or wavy, or it may be opaque or 
transparent, and each of these qualities has its own particular influence on how 
it handles the light. The variety of effects that may be observed in nature are 
almost limitless. This is another point of interest for a later consideration. 


The psychology of colour or the reaction of the human eye is always most 
interesting. Sensations of colour are dependent upon the retinal structures 
known as the cones, and how the eye perceives colour is not definitely known, 
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although there are several theories which propose to explain it. The Young- 
Helmholtz theory assumes that there are three sets of nerves corresponding to 
red, green and violet, and that any colour stimulation reacts on these nerves in 
varying degrees. This hypothesis implies that the different hues of the visible 
spectrum with their tints and shades are recognized by us on the theory of colour 
mixture. The Herring theory indicates that there are three substances in the 
retina which are affected by light: one by red and green, another by blue and 
yellow and a third most plentifully by black and white. 


White, grey and black are not spoken of as colours, but as forming the scale 
of brightnesses. The action of the retina seems to be to neutralize whatever 
colour is viewed by the addition of its complement. This can be plainly observed 
in many ways. When one views two colours that are placed side by side and 
which are complementary it will be seen that each is more brilliant along the 
line of contact. This reaction can be plainly shown by placing a neutral grey 
piece on a coloured field. It will then be observed that this grey square takes 
on the complementary colour of this coloured field. Psychologists speak of this 
reaction as a simultaneous contrast. 


After one looks at a colour for some length of time the retina tires, and 
this reaction is then known as a successive contrast that is due to retinal 
fatigue. When this, takes place the retina builds up a contrast that becomes 
stronger as time goes on until the colour under observation appears greyer than 
it really is. The reason for this effect is, as was stated before, that the retina 
tends to neutralize whatever colour is viewed by the addition of its complement. 
This effect can be plainly seen when we view a single colour for a prolonged 
period of time, and then focus our eye on a neutral field when we will see a 
lingering colour which is the contrast or what is also spoken of as an after- 
image. If we focus our eye on a coloured field instead of a neutral one, it then 
becomes a mixed contrast because we superimpose or mix this after-image with 
the colour of the latter field. This is still another important point to which 
your attention will be called again later. 


From this short discussion of the physics and psychology of colour one must 
observe*tlat it is a definite science because its reactions and manifestations are 
invariable under like conditions. It must become evident at once that our 
source of light is very important. Not only does the intensity or the lack of it 
make it harder for us to see colours correctly, but the kind of light, whether it is 
white or has a predominance of some colour rays, interferes with a correct colour 
determination. For instance, it is observed that the difference in the yellow 
and orange hues cannot be so readily differentiated in direct sunlight. Since 
these hues are fundamental in human teeth it follows that direct sunlight is not 
the best light to view them in. Then again, reflections of colours in a room or 
from some outside source, as from buildings, roofs, walls, or even green trees, 
may cause one much trouble in seeing tooth colour because of the contamination 
of the light source. 


The effect that the object, in our case the teeth, has on the light rays is 
likewise important to us. This is particularly so from the standpoint of its 
physical make-up, that is, its quality of colour reflection, surface texture, whether 
it has a polished or a rough surface, whether it is plane, convex, concave or 
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wavy, and the character of these inequalities together with its opacity or trans- 
lucency. There are other points that must be observed at the same time, but 
these are the most important ones. 


Now what we actually see when we study or analyse the colours of a tooth 
depends on what we look for. About one per cent. of us are colour-blind to some 
extent at least, and those of us who are so affected cannot expect to get the 
usual reactions from colours. The normal eye, however, is capable of receiving 
all of the psychological reactions that have been discussed, and in determining 
the colours of the teeth in the mouth they must be kept in mind and guarded 
against. It is probably true that the average dentist observes the cervical colour 
of a tooth first and the incisal or occlusal colour lastly. The cervical colour 
is a hue of orange and, as such, our true perception of it can be influenced by 
the red gum tissues or even the lips. This is particularly possible if the 
tooth colour is a tint bordering on whiteness. Since the tendency of the retina 
is to neutralize all colours by the addition $f its complement, it is reasonable to 
expect this complementary colour of the gums and lips, which is green, to modify 
the appearance of the cervical colour so that it may be perceived as being lighter 
than it is or even as having some green in it. How many of us have had the 
experience, after placing an anterior restoration, of finding that it looked too 
green? This can especially be true if we have to consume much time in its deter- 
mination since the retina is easily fatigued, and then the error becomes intensified 
as time goes on. The incisal or occlusal colour is likewise apt to be influenced 
by the red tissues or even the orange cervical colour. 


It is your essayist’s experience that this influence should be guarded against 
mainly in the lighter-coloured teeth, especially if the surrounding tissues are 
intensely coloured. In the darker-coloured teeth and where the surrounding 
tissues are not so highly coloured, this difficulty is not so likely to be experienced. 


In planning an aesthetic restoration, its colour is the important problem and 
very probably the main reason for its use and, since colour is so important, 
its determination should be undertaken with careful concentration. The physical 
problems should be disposed of definitely and the possible psychological influences 
should be kept in mind and guarded against. Our first concern should be with 
the light condition since both the intensity and the kind of light will have a 
bearing on what we will see. We perhaps cannot hope for a more favourable 
source than a diffused natural light of average intensity which at the same time 
is not contaminated by any reflections from nearby intensely coloured objects. 
Such a light condition should enable one to see the colours in the teeth more 
accurately for the purpose of determining them for our proposed restorations. 


The teeth naturally should be clean and free from stains and discolourations, 
and they should not be dry nor should they have been dried just previously. 
The cervical colour should be observed closely to be sure that one sees it correctly. 
At this point a little experience will be helpful, for we only see what we look 
for, but after a few mistakes we learn to look for more. This colour is then 
matched with a porcelain colour or with a tooth colour guide. The same 
procedure is followed in the same manner for the incisal or occlusal colour. Since 
this colour data is used during the construction of the restoration, we should 
not try to remember it, but have it properly recorded. Your essayist makes such 
a record on a suitable card which bears the patient’s name, the date and a diagram 
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of the labial or buccal outline of the tooth in question (Fig. 1). On such a 
diagram these colour requirements are recorded, and the manner in which they 
are distributed in the tooth is also worked out. Any other data, such as staining 


Fig. 1.—The labial or buccal outline of the tooth for which the colour determination is 

to be made. This can be drawn out on a card of suitable size and, in completing it, 

the patient’s name, the date and we A Ber ged data that will be helpful should be 
included on it. 


directions, measurements or any other information that will be helpful in 
constructing the work, should be included. 

Briefly, the procedure can be as follows; match the cervical colour of the 
tooth with the porcelain colour guide and record that requirement on the diagram 
just outlined. Do the same with the incisal or occlusal colour. This is now a 
record of the colours that we propose to use in the construction of the restoration 
(Fig. 2). As was pointed out before, the position of the cervical colour in rela- 


B 


Fig. 2—Same as Figure 1, except that the colours that are to be used in constructing 
the work have been determined and recorded. 


tion to the incisal or occlusal colour varies quite extensively in the different 
teeth. Since we would not think of using an average tooth colouration, if there 
is such a thing, in constructing a restoration we, likewise, should expect the 
natural individual tooth to show us what the colour distribution should be. 
This can be worked out quite easily by observing the pure cervical colour at the 
neck of the tooth, and then tracing it down into the incisal or occlusal area to 
where it disappears inside the tooth. Make a mark of this relationship on the 


120 


~ 
| 
| 
A 
i 
= 


The Dental Journal of Australia, March, 1951 


diagram and trace it out toward the mesial and toward the distal. This now 
shows the cervical colour requirement (Fig. 3). 


! 
i} 
\ 


\ 

\ 

Fig. 3.—The extent of the cervical colour worked out as it appears in the tooth. The 
simplest way in which this can be done is to look at the cervical colour in its true 
form near or at the cervical margin of the tooth, then, while keeping this colour in 
mind, trace it down or up incisally or occlusally to determine where it ends in the 
interior of the tooth. One can make a mark at this point on the tooth surface, and 
then draw a mark on the colour record or chart at the same relative point, and then 
follow it mesially and distally to where it comes to the surface at these points on the 
interproximal. It may be a little difficult to see this colour end on the interior in 

some teeth, while in others it shows up very plainly. 


Work out the overlap of the incisal or occlusal colour over the cervical colour 
in much the same way. Observe carefully what this colour is in this area, and 
then trace it up on the surface from the biting surface to where it fades out or 
ends. Record this very much as was done previously, and trace it out toward 
the mesial and the distal to where the cervical colour comes to the surface at 


these points (Fig. 4). The next illustration is the completed colour record 
(Fig. 5). 


Fig. 4.—The extent of the tooth crown that is involved by the incisal or occlusal colour. 
This will be the same for either anterior or posterior teeth except as will be pointed 
out later. It can be most easily worked out by observing the true incisal or occlusal 
colour at the biting edge, then tracing it up on the surface of the tooth to where it 
fades out or ends. One can mark this out on the surface of the tooth also, and then 
trace it out mesially and distally to where the cervical colour comes to the surface 
interproximally. This is then recorded on our colour record or chart in the true 
relative outline. This part of it should not be difficult. 
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It is the author’s experience when dealing with the anterior teeth that 
the incisal colour should not be built over the lingual surfaces of the cervical 


Mrs. John Doe, 
August 21, 1950. 


(other data here) 


Fig. 5.—The completed colour record. It shows the colours that are to be used in 

constructing the work, and how one colour is to be applied in relation to the other. 

This record will also serve for the inlay colour requirements, but only the colour of 
_ the area involved by the inlay is used. 


colour. He finds that in doing so the restoration becomes too dark and looks 
unnatural when viewed from the lingual surface (Fig. 6). 


Fig. 6.—A labio-lingual cross section of an anterior tooth to show that the incisal colour 

is not applied on the lingual surface of the cervical colour. This is for the anterior 

teeth only. The posterior teeth occlusal colour is applied on the lingual surface the 
same as on the buccal surface. This is important. 


It should not be difficult to understand how the colours are to be applied 
in a crown, for instance, if one keeps in mind that the cervical colour stimulates 
the outline of the dentin quite closely and that the incisal or occlusal colour 
fits over it very much like a cap to a point where it ends on the surface of the 
cervical colour. There is one other point, however, that must be taken into con- 
sideration in this connection, and that is the accuracy of our colour guides. 


These can be an unrecognized source of error, and it is so easy to avoid 
such a possibility. Make sure your colour guide accurately represents the 
materials that you will work with and, best of all, make it from these materials 
so there can be no error from this source. The tooth colour guide cannot be 
corrected in the same way, but we can avoid this error by selecting a porcelain 
or plastic tooth or facing with it and then checking our selection in the mouth. 
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With such a colour determination as a guide in our laboratory, it should not 
be difficult to construct our restoration from the information this chart or record 
gives us. In building an inlay or veneer crown this part of the technique 
should not be troublesome. Any difficulty one does encounter in the final colour 
of the restoration is usually due to other reasons, providing the colour chart 
has been followed carefully. Our porcelain facings and teeth present an entirely 
different problem. As has been previously discussed, these are available to us in 
a limited combination of cervical to incisal or occlusal colours and in a reasonable 
variety of sizes and shapes. It is hardly necessary to point out that since the 
colour combinations in the human teeth are almost limitless we can only hope 
to match them with these artificial structures in a limited way. Our problem 
is what are we going to do about the cases that do not fulfil the aesthetic require- 
ments sufficiently accurately. 


One solution which is not difficult, which is entirely practical and which has 
produced marvellous results in the hands of the author will be outlined in detail, 
and it is as follows:—If the cervical colour of a porcelain piece meets that 
requirement and the incisal or occlusal colour does not, the latter or offending 
area is cut away to a point where a thin part of the back of the facing is left 
for a foundation. This enables one to extend the cervical colour if that is 
required before one builds on the correct incisal or occlusal colour. It is to be 
remembered that the individual contour and size can be worked in at the same 
time to approach more closely the ideal in aesthetics (Figs. 7 and 8). 


Fig. 7.—A cross section of a facing and how the cervical colour is placed in relation 
to the incisal or occlusal colour. I believe this is a standard colour distribution in 
the facing and porcelain teeth that we buy. 


Fig. 8.—A cross section of a facing with the incisal or occlusal colour cut away 
except for a thin layer along the back to act as a foundation in rebuilding it. 


Where no porcelain piece can be found to meet the colour requirements in 
any way, the procedure is to select a piece that matches the correct colour as 
accurately as possible and then cut away both the cervical and incisal or occlusal 
colour to where only a thin veneer is left along the back of the piece. This is 
left as a foundation that facilitates the rebuilding process quite materially 
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(Fig. 9). It is possible, of course, and in some cases even desirable, to construct 
a facing or a tooth for a particular case in some other way. For the average 
dentist, however, the rebuilding of a facing or tooth as was just outlined is 
unquestionably the simpler method, and his results should be nearly as good. 


Fig. 9.—A facing on which it was necessary to cut away all but a thin layer along 

the back to act as a foundation in rebuilding it entirely. As was pointed out in the 

text, such a procedure enables one to build in the colouration required by the case, 

and to include the individual form at the same time. The only other point to be 

included here is that the original facing should be as near as possible the required 

colour; otherwise if the colour is off too far it might influence the finished colour 
unfavourably to some extent. 


Many otherwise hopeless porcelain pieces can be rebuilt not only to meet 
the colour requirement more accurately, but also to reproduce the individual 
form and contour. The procedure is entirely flexible; it has the inherent possi- 
bilities of lending itself to a beautiful restoration, and it is infinitely worth- 
while to give a little more time and effort to obtain a more pleasing and masterly 
result. 


The problem of colour in our restorations does not end here, however, for 
an otherwise perfect result can be ruined by the colour of the cementing medium 
in the final placement of it. It has been the author’s contention for a number 
of years that a grey-coloured cementing medium should have a very limited 
place in a dentist’s office. Time has not made it necessary for him to change his 
mind, but it has only strengthened his conviction that this medium should be as 
nearly as possible the same colour as the tooth over which it is placed. This 
generally means that its colour should very closely simulate that of the dentin, 
and the more nearly it conforms to that the less colour change there will be 
in the cemented piece. It is only in the cementation of such pieces as bridge 
facings that a greyish-coloured medium may be required to avoid colour changes 
in the incisal or occlusal area. 


Another factor, that of correct tooth form, must also be a vital consideration 
to augment colour for an entirely pleasing result. It is as important as colour 
because a restoration that has the correct colour but has a poor form simulation 
is certainly inharmonious no matter how accurate the colour interpretation 
may be. On the other hand, one that accurately interprets the individual form 
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allows a certain limited latitude in the colour, and it still will appear entirely 
correct. It should be our purpose to study the individual form requirements in 
this respect either in the mouth or on entirely accurate casts, or both. 


The position our artificial substitutes should assume must not be overlooked 
either. A correctly coloured tooth of the proper form, if it is gracefully placed 
to harmonize, will enhance its naturalness. So it is obvious, in order that our 
restorations may be in harmony with the requirements of a mouth, that several 
factors must be kept clearly in mind to be incorporated in our cases, and it is 
not possible to speak of any one of these as being all important. It is only by the 
proper inclusion of these points that our restorations can be of the highest 
order. The dentist who is well versed in health principles, but who disregards 
beauty and harmony, when he is called upon to restore or replace lost mouth 
structure, is as one-sided as is he who overlooks the health of the mouth and 
proper function in his restorations in his enthusiasm for aesthetics, and neither 
man can render his patient the highest service with such an attitude of mind. 
It is well enough to make a detailed study of our problem in aesthetics, but it is 
quite another matter to come up to this ideal in our restorative efforts unless 
we first carefully observe the important details of a case and then incorporate 
our findings on the basis of a sound and an entirely reasonable presumption. 


We do not always observe accurately nor sufficiently in detail. Consequently, 
we lack definite knowledge. Our observations include only what we expect to or 
are accustomed to see and, unless we make a conscious effort to look for the 
important details, much that should be recognized does not register on our 
minds. 


Trifles make perfection, but perfection is no trifle, and so an exact under- 
standing of the fundamentals of any subject is essential to its accurate 
application. 
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AESTHETICS AND PHONETICS IN FULL DENTURE 
CONSTRUCTION* 


EARL PouND, D.D.S., Los ANGELES. 


It has been our personal observation and opinion that phonetics are depend- 
ent entirely upon aesthetics. While studying and endeavouring to perfect 
phonetics, it has been impossible for us to separate these two. In fact, we have 
found it necessary to study aesthetics in much greater detail than ever before 
in order to help solve this problem of phonetics. But in referring to aesthetics 
we do not mean the aesthetics which are usually terminated by setting the cor- 
rect teeth in their correct positions in the arch; we mean the aesthetics which 
are not terminated until the supporting structures of these teeth, that is, the 
denture base material, are accurately reproduced right down to the correct form 
of the interdental papillae. It is true that, if teeth are not positioned in the 
correct relationship to the lips and tongue, one can never expect normal speech ; 
but even if the teeth are correctly placed, unless the true anatomy of the invest- 
ing tissues of these teeth is restored, clarity of voice and speech is impossible. 


How many times have we stood at the chair and handed Mrs. Jones a mirror 
to take one last look at a set-up upon which we have worked very faithfully, and 
Mrs. Jones, after going through the usual facial gymnastics, says: “Doctor, I 
think they are going to be just fine.” And what do we do? We put on that smile 
of satisfaction, coyly recover the mirror, then the teeth, dismiss Mrs. Jones, 
set the teeth back on the instrument and, with a sigh of relief and our fingers 
crossed, send the case to the laboratory with a few scribbled instructions. Up 
to this point we have given our best efforts to have those dentures as they should 
be for Mrs. Jones, but in following this procedure we leave the all-important 
development of the true anatomical form and colouring of those dentures to 
some thirty-five-dollar-a-week wax-up technician. This is a great mistake! A 
mistake that is the basis of most of our phonetic problems, and a mistake that 
can only be rectified by our developing a more detailed knowledge of the true 
form of the dental arches, and then actually seeing that these forms are 
duplicated in our dentures. 


While we are on the subject of mistakes, it has been said that the mistakes 
of politicians and attorneys are heralded in the newspapers, the mistakes of 
physicians are buried in the ground, but the mistakes of the dentists just stare 
him in the face. And isn’t this true? However, we could re-phrase the last part 
of this saying to read that the “Mistakes of the Prosthodontist just go Whist- 
ling Along.” We can hear these mistakes, but we so frequently do not see and 
correct their underlying causes, and yet these causes also stare us right in the 
face. And why is this? It is because we see and know only teeth. We have 
been born and educated in teeth. We have studied colour in teeth, shape in 
teeth, translucency in teeth, materials in teeth, arrangement in teeth, cuspal 
co-ordination and planes of occlusion—it has been teeth, teeth, teeth! But how 
much time and study has the prosthodontist devoted to the proper contouring and 
colouring of the investing tissues of these all-important teeth, and the influence 


*Presented at the Twelfth Australian Dental Congress, Sydney, August, 1950. 
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of these factors on aesthetics and phonetics? Very, very little attention has 
been devoted to this problem and our dentures show it and speak it. This phase 
of prosthetic dentistry has been in the doldrums for years. For instance, what 
have we done to develop a natural life-like colouring in the anterior surfaces of 
our dentures? The natural fashioning and tinting of these tissues is almost a 
lost art, originally attempted only by the makers of continuous gum dentures. 
Why is this? Any colour, tint or shade can be developed in acrylic, and yet, 
since the introduction of the methymethacrylate denture base material, we have 
relaxed in our easy chairs and said, “This is it.”—“‘Here is a material that really 
looks like the natural gums.” Possibly we are not to be blamed since it was such 
a vast improvement over vulcanite and resovin, yet the truth remains that we 
have made no attempt to put real colour and character into our artificial gums. 


The American people spend millions of dollars a year to tint their finger- 
nails—not to mention toe nails. They spend more millions tinting their hair the 
right—and the wrong—colour. The amount of money spent on tinting com- 
plexions each year looks like a Roosevelt budget. What do you think these same 
people would spend to have their artificial gums tinted to look like the real 
thing? We have been asleep—asleep to the fact that we could be rendering our 
patients a much finer service. 


To summarize briefly at this point, there are three primary factors to be 
considered : 

1. Proper selection and setting of teeth in the dental arch. 

2. Development of an entirely new concept of denture form. 

8. Reproduction of the natural colours of living tissue. 


It is only necessary to deal briefly with the selection and setting of teeth. 
We all know these problems are based on an understanding of fundamental prin- 
ciples and of studying patient individuality, and it is not within our scope to 
add to the splendid fund of information now available on the subject. How- 
ever, in the light of this knowledge, when it comes to the selection of teeth we 
have a sorry problem on our hands. Our knowledge of the harmony existing 
between facial outlines and tooth outlines, between size of face and size of tooth, 
between profile contours and labial contours, and between patient colouring and 
tooth colouring can only be utilized in a very small measure when it comes to 
the selection of teeth from the thoroughly inadequate stock of moulds and shades 
as they are supplied to us today by our American tooth manufacturers. 


Apparently for financial reasons, our manufacturers have limited and stream- 
lined their stocks of teeth. It seems they have almost refused to help us to keep 
up with the exacting demands of our patients and to help us improve prosthetic 
dentistry by failing to develop teeth based on proven fundamentals. No doubt 
these changes would be costly, but they do not seem to realize that these costs, 
deducted from their lucrative dividends, would ultimately be to their advantage 
because of the wonderful asset such teeth would be to dentistry. Our pro- 
fession, individually and collectively, should do everything it can to influence 
our manufacturers to produce teeth that are scientifically correct. In the 
absence of better teeth, one thing we can do is to supplement our present supply 
with teeth made by foreign manufacturers. For instance, the Swiss make beau- 
tiful teeth. Some of their moulds are far superior to anything this country has 
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to offer. Their porcelain is not nearly so friable and their colour distribution 
is studied and practical. The addition of their teeth to our present stocks is 
quite an asset to a busy prosthetic practice. Needless to say, they welcome our 
business with open arms. 


In the setting of teeth, the application of basic principles is of primary 
importance. Again there is no need to go into detail on this subject but 
there are two fundamental points to which we should pay particular attention in 
helping to solve our phonetic problems. The first point is the development of 
the correct clearance between the anterior teeth. 


It has been founfl most advisable for the operator first to set up roughly 
the twelve anterior teeth and then contour the remaining bite blocks to allow 
adequate tongue room. At this point the first try-in should be made, and the 
final selection and setting of these twelve teeth is completed right at the chair. 
After these teeth are set, there should not be more or less than one to two 
millimetres clearance between the incisal edges of the anterior teeth when the 
patient is unconsciously repeating the letter “S”. This can easily be ascertained 
in the following manher: have the patient count several times from one to ten. 
This count should then be speeded up, assuring the patient that speed is the only 
item of interest, until he is counting as rapidly as possible. When the patient 
really counts these numerals fast, as he hits the six and seven in rapid succession 
the lips automatically fly open and the true clearance can be observed. The teeth 
should then be adjusted so they are within the limits of one to two millimetre 
clearance in this function. The only cases in which this clearance cannot be 
developed are those presenting retruded mandibles. In such cases the same 
procedure can be followed except that the principle point to observe is that there 
should be only one millimetre of clearance in the area of the cuspid and first 
bicuspid. 


The second point of importance is to develop the correct amount of tongue 
room in the posterior part of the dentures. After the anterior teeth are finally 
set, draw a line on the lower bite block from the mesial of the lower cuspid 
back to the most lingual aspect of the retromolar pad area; another line is then 
drawn from the lower cuspid to the most buccal aspect of the retromolar pad 
area. The important thing is to keep the lingual surfaces of the lower molars 
within the confines of these two lines. Usually the position of the lower posterior 
teeth is controlled by the setting of the upper teeth. Normally the correct 
setting of the upper teeth will throw the lower lingual surfaces between these 
two lines but, if this does not occur, the setting of the upper teeth should be 
adjusted so that the lowers will fall within these limits. If it seems necessary 
to set the upper teeth too far off the upper ridge in order to accomplish this 
setting, then the lower teeth should be set up to a crossed bite, thus permitting 
a more normal setting of the uppers and thereby keeping the lowers in a position 
of normalcy in their relation to the tongue and the ridge. This principle can 
be easily established in our dentures and is one that has much to do with denture 
stabilization and natural tongue action. 


The second phase of this subject, that is, the fashioning of the denture 
base material, is one which should be given detailed study. This is a neglected 
phase of dentistry and our apathy towards this subject has created many of our 
phonetic problems. Words are completely inadequate to describe the differences 
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that exist today between the form of our dentures and the form of those portions 
of the mouth they are supposed to reproduce. One reason we have not been 
conscious of this difference is that we have not compared them side by side. It 
behoves every one of us to procure study models of normally shaped mouths, 
some of the best dentures we can find, and then study and compare them. Using 
a magnifying glass, study in detail the form of the gingival tissues on all sides 
of the natural teeth and then notice the unnatural way a denture is made. Study 
the shape and fullness of the bone and gum structures supporting these teeth, 
and then observe the dentures and notice how inadequately these structures are 
restored. Notice how we have been grooving our dentures and attempting to 
identify root prominences that do not exist. The ability we develop to reproduce 
nature acurately in our denture bases will control to a great extent the phonetic 
qualities we give our dentures. 


Fashioning the palate areas is most important from the phonetic standpoint, 
and this study can be divided into three phases: 
1. Contouring of the lingual aspects of the porcelain teeth. 


2. Duplication of any undistorted part of the palate of which there is a 
record. 


8. Uniting these two areas in true anatomical form. 


Properly contouring the lingual aspects of the anterior and posterior 
artificial teeth is seldom even attempted in present dentures. Usually in waxing 
up cases the palate form is started where the lingual porcelain ends. This is 
incorrect because it does not give the artificial teeth their full lingual length. 


This natural length should be developed in the wax and each tooth individual- 
ized, then the palate material developed with character from this point. A 
study of these two methods will show that in the latter there is much less bulk 
of material directly lingual to the teeth, and this is a very important factor in 
pronouncing consonants. Improperly developed tongue room is the cause of 
many phonetic errors. This simple fundamental in developing tooth form has 
not been observed because we have not recognized this error as one of phonetic 
importance, and because we have been permitting inadequately trained tech- 
nicians to do this work. If we do not care to carve our own dentures, we 
should at least respect the confidence our patients have placed in us and respect 
our dentistry sufficiently to see at least that this carving is done properly. 


The second phase of palate reproduction is one that has to do with those 
portions of the palate which we are able to copy faithfully in every detail. The 
phonetic quality of dentures and their comfort to patients are in direct ratio 
to the amount of the oral voice box that we are able to copy exactly. This brings 
to attention another neglected phase of dentistry and another service that 
should be rendered more frequently than it is. It is the story of study models. 
One of the first services that should be rendered every new adult patient is to 
make for that patient a permanent and very accurate stone record of whatever 
teeth and investing tissues he still possesses, and to inform him that these 
models should be preserved as a permanent record for they may become of 
inestimable value to him in case of accident or the natural loss of teeth. Before 
making dentures, enquiry should be made of the patient as to the possibility of 
having such models. Should he have, these may be utilized in copying palatal 
areas to much better advantage than just copying that small area of the palate 
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which has maintained its true form during the years of periodic tooth loss and 

bone absorption. It is not impossible to visualize reproducing an entire palate 

from an old study model in which all the teeth are present, and adapting it to a 

full denture for this same patient. Surely if his denture is contoured as his 

own palate was when the natural teeth were in place, it is going to function and 
feel better than one fashioned from memory. 

In reproducing palates, it is most important to recognize how much or how 
little of the natural palate still remains. This should be outlined on the cast 
or on a former study model, if we are fortunate enough to have one, and then the 
following technique can be applied in order to develop the same details on the 
tongue side of the denture as exist or previously existed on the palate itself: 

1. Outline on the cast the area to be reproduced. 

Use a separating medium and pour stone over this area. 

Remove this stone core and trim to the outline. 

Adapt carefully with finger pressure a piece of 4/1000 tinfoil. 

Loosely lay Several layers of rubber dam on this foil. 

Use the stdne core as a counterdie and swedge the tinfoil to place. 

Remove the foil, trim, re-swedge and then set it aside for future use. 

(This part of the technique should be done before the set-up is started.) 

8. After the set-up is completed, remove the entire palate base-plate. 
9. Contour the lingual surfaces of all the teeth true to form. 

10. Carefully adapt without folds (by cutting) one thickness of Kerr’s 
red strip boxing wax to the outlined area. This wax will work without 
stretching at finger temperature and will assume the convolutions of 
the rugae, etc., quite easily. 

11. The previously made tinfoil control is now to be adapted to this wax. 
The wax, by virtue of its thickness, has created a dimensional change 
in the palate so that the tinfoil is now slightly oversize. Carefully 
centre the foil and start matching it to the irregularities of the wax. As 
it is worked to place, because of its resiliency, it will collapse sufficiently 
to assume the new dimensional changes without losing its basic convolu- 
tions and the detail previously swedged into it. 

12. This foil remains in this position during the flasking operation but is, 
of course, eliminated when the wax is boiled out of the case. 


Two phases of the aesthetic palate contour are now complete—the lingual 
of the teeth and a portion of the palate itself. The remaining portion must next 
be waxed in. Here is where a sound knowledge of tissue anatomy is imperative. 
Careful studies of natural matured palates will develop this knowledge. Words 
are never adequate. Suffice it to say that there is always a marked fullness 
lingual to the upper molars. This is important because it permits the dorsum 
of the tongue to block the passage of air through this area during conversation. 
The fullness disappears in the bicuspid region and assumes the same basic con- 
tour as found lingual to the anterior teeth, thus permitting the anterior third of 
the tongue to swing unrestrictedly in forming a rapid flow of words. 

This method of palate reproduction is not necessarily the ultimate. It is 
true to nature, and it does lend itself to dentures that will speak far better and 
whistle much less than those we have been fashioning for years. 
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The next phase of this paper deals with the natural fashioning of the buccal 
and labial aspects of dentures. All one has to do in order to realize the necessity 
of this study is to compare the normal mouth in shape and colour with a collec- 
tion of the finest dentures available. Where we ever conceived the contours 
we have been placing on the exposed surfaces of our dentures is a source of 
wonderment to anyone making an honest appraisal of the situation. Suffice it to 
say that from an aesthetic standpoint our dentures have been woefully lacking 
in this respect, and from the standpoint of phonetics these surfaces have been 
given absolutely no consideration. It is true that these surfaces appear to have 
nothing to do with phonetic articulation, but we have not realized that they 
are an integral part of the oral voice box and their natural anatomical form is a 
contributing factor in the tone and quality of a person’s voice. In other words, 
we might say that properly filling out and replacing the lost structures in the 
oral cavity is an appreciable factor in the control of voice. 

Webster defines voice as “Sound uttered by the mouth of living beings 
forming the basis of articulate speech.” Hence, if the real basis of phonetic 
articulation is the voice, the better the voice, the better the articulation. Haven’t 
we been putting the cart before the horse? In working on articulation and 
enunciation we have thought only of the teeth and the palatal surfaces of our 
dentures. Shouldn’t we first consider the size and shape of dentures on voice 
and tone qualities, and build all denture surfaces as true to nature as possible 
in order to form the proper base upon which to set out teeth for more perfect 
articulation? 

Phonetics is the science of articulate sound, and this modern age is replete 
with individuals whose livelihood depends upon perfection in this field. Today 
we have stage, screen, radio and television all demanding high quality in voice and 
diction. This demand we must be prepared to meet. We must recognize the fact 
that the answer is not just teeth and the setting of teeth but also the develop- 
ment of naturally shaped dentures which will give the patient a better opportunity 
to utter normal sounds. 

With these points in mind, and thinking also of aesthetic values, we should 
make a careful study of the buccal and labial surfaces of normal mouths. This 
study, when compared carefully with our present-day dentures, will bring out 
the following points: 

1. The interdental papillae on dentures are usually brought to a definite 
point with a flat or grooved effect above the point. The normal papillae 
are full-bodied and terminate in a blunt and even rounding tip. 

2. The so-called free margin of the gum at the neck of the artificial teeth 
has anything but a free appearance. It is carved flat and tight to the 
tooth neck and then blended directly into the base material. In the 
mouth this tissue stands out in varying degrees, and it is drawn tightly 
about the tooth with a definite rolled edge. It simulates the cutical 
around a fingernail, having a slight undercut so that it shows no direct 
attachment. This gum tissue never shows a stippled effect, but 
stippling is evident directly above this tense tissue and is often manifest 
in the body of the papillae. Tight or tense tissue and the flexible soft 
tissues are invariably free of the stippled effect. From an aesthetic 

standpoint, artificial gums carved in this manner have a marked 
naturalness partly because they permit the saliva to adhere in this area 
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more normally, enhancing the blend between the tooth and gingiva and 
dispersing the colours more harmoniously. 


3. The area above the gingival tissues on dentures is either depressed, 
grooved or carved out to simulate root prominences. It is rather highly 
polished or stippled all over. It seems generally to be contoured so as 
to eliminate bulk. The normal mouth will show almost the opposite. 
Only the tapering types will show very much in the way of root 
prominences. In the posterior area all cases will have a marked fullness 
starting above the gingivae. This tissue is rounding, very firm, there 
is no stippling and there are no grooves. Above this bulge there is 
often a depression composed of flexible tissue that blends itself with 
the muscle attachments. In the anterior area this fullness is usually 
not as marked but it does exist and slowly fades away into soft tissues 
and muscle attachments. 


Another characteristic worthy of note and study is the consistency existing 
between types of cases and types of tissue anatomy. The gum contours of ovoid 
cases, for instance, are very plain. They seem to extend upward and outward 
in a smooth round fullness extending from one end of the arch to the other, and 
blending into the muscle attachments with no marked depressions or elevations. 
The square types are surprisingly similar to the ovoid except that they do exhibit 
stronger character and more interesting formations. The tapering types vary 
but in all instances they show stronger anatomical markings. ‘Anterior root 
prominences are sometimes evident and the gingival tissues are beautifully 


developed. 


The last and possibly most dramatic phase of creating “The New Look” 
involves the tinting of the denture base material to resemble the tissues of the 
mouth. One cannot help but realize the inadequacy of present denture base 
material as a truly aesthetic replacement after studying the many colours, shades 
and tones that are found in these tissues. The basic colours and the intensity 
of colours vary with the type of individual, but the general shading of these 
base colours is fairly constant. As an example, the harder and more tense 
tissues are always lighter in shade than the softer tissues. The gingival roll 
and the cuspid eminence are usually lighter than their adjacent tissues, some- 
times almost white. Deeper red or pink tones start in the body of the papillae 
and extend upward, fanning out into the other soft tissues or disappearing in 
the lighter but harder prominences. Surprisingly strong colours exist in the 
region of the muscle attachments and other more flexible tissues. A study of 
palate colours or, possibly we should say, a study of the lack of colour in the 
palate may be of value to us when making dentures for stage personalities who 
must not exhibit foreign material in the palate. The important thing is that 
we must learn to observe and study these colours, and then do our best to 


reproduce them. 


The first technical phase of tinting and shading a denture is to realize that 
the “New Look” must first be developed in the wax-up. This calls for careful 
study, particularly of the anatomical intricacies of the natural gingival struc- 
tures and the various prominences that exist in the mouth which heretofore have 
not been incorporated in denture construction. In attempting to restore the 
natural colour effects of living tissue we must remember that colour is dependent 
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on form. Improperly fashioned dentures cannot reflect natural colour schemes, 
and disappointment will result if this phase of the work is neglected. 


Much more time is required to prepare and wax up dentures for the reception 
of colour than actually to veneer the colours in place. The upper and lower cases 
must be waxed up in every detail just as the finished cases are to appear, because 
practically no polishing can be done, or is required, after they are cured. An 
important phase of this detail is the required stippling. A simple way of placing 
this stippled effect is to use a stiff toothbrush with shortened bristles and 
repeatedly stab the wax in the desired areas. This leaves many tiny holes and 
flecks of wax on the high and low contours; by passing this part of the denture 
carefully through a low Bunsen flame, the flecks will disappear and the high 
spots on the wax will glaze over, leaving the stippled effect where it is desired 
in the low spots. 


After the wax-up is completed, the case is flasked in the usual manner 
except that a flashing of about one-fourth to one-half inch of a very dense stone 
is placed over the entire palate, teeth, buccal and labial surfaces of the denture. 
This is done before the upper half of the flask is invested. The finished denture 
can only be as smooth as the surface against which it is cured, so it is well to 
vacuum the stone and paint it on the wax. 


When the flasks are separated and the wax eliminated, a separating medium 
that is colourless and that will not take away from the detail now showing in the 
stone should be applied. We have found Caulk’s Al-Cote (clear) a solution suit- 
able for this purpose. Tinfoil and the heavier separators are contra-indicated 
only because of the loss of detail incidental to their application. 


The cases are now ready to be packed, but before the base material ‘is 
prepared the colours are laid in the flask wherever they are desired. The 
material used for this purpose is a kit of eight dispenser type bottles of differ- 
ently coloured methylmethacrylate polymers known as Replident. Each polymer 
is a finely ground coloured material which can be neatly poured from its dis- 
penser, and the different colours dispersed and blended as the case required. 
Usually a layer of about one millimetre in this granular form is applied on the 
buccal or labial aspects over an area of four to six teeth at a time, and then 
sufficient monomer is applied by instrument or hypodermic springe to satisfy 
the polymer. This monomer is applied at the edge of the polymer and permitted 
to seep into the polymer until it is saturated. The lighter shades are usually 
used in the first application, and this is followed by placing the other colours and 
blends where needed. At no time is the loose polymer permitted to pile up over 
one or two millimetres without an application of monomer. Correctly waxed-up 
cases permit the operator to identify and control where the respective colours 
are to be placed. This work is continued in sections, because this is a simple 
way to control the loose powder and diversify the colour scheme. The palatal 
and other lingual surfaces can also be done and made to look very realistic after 
developing a knowledge of what colours exist in these parts of the mouth. After 
the Replident has been used, it should be given several additional applications 
of the monomer. The balance of the packing operation can be _ started 
immediately or at any subsequent time. Care should be taken not to overpack 
or subject the case to severe pressures that might tend to rub the Replident 
out of position. The injection method of packing is preferable but not essential. 
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After the case is cured and deflasked, it is advisable to let the dentures 
soak as long as possible in a solution of sodium citrate. This will tend to break 
down the small particles of stone that lodge in the many crevices, making it 
easier to brush or pick out. Polishing is limited to the use of prophylactic 
brushes on the handpiece together with a very fine polishing agent. High speed 
lathes and buffers create too much gloss on the dentures and tend to eliminate 
some of the fine detail that has been developed. 


In closing, we would like to stress the fact that we believe this “New 
Look” in dentures will be a decided stimulus to aesthetic and phonetic dentistry. 
Its principles are dictated by nature and are staring us in the face every day. 
The achievement of this result is based simply upon a determination to study 
nature with an ia mind and to give sufficiently of our personal time in order 
to reproduce the products of our learning. 


It is hoped that the techniques suggested in this paper will stimulate others 
to seek a simpler way of accomplishing this result. They are possibly only the 
beginning of an era of better prosthetic dentistry that will mean immeasur- 
able happiness to- edentulous patients, and will take away from those con- 
templating replacements who fear of having to submit to an unnatural restoration 
affecting both speech and appearance. 
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TISSUE RESPONSE TO FIBRIN AND TO FIBRIN PLUS THROMBIN* 


H. G. RADDEN, D.D.Sc. (MELB.), F.D.S.R.C.S. (ENG.). 
INTRODUCTION. 


The control of haemorrhage is one of the major considerations in any 
surgical undertaking and has long been a provocative field of investigation, 
but it is only of recent years that haemostatic materials have been found which 
did not require removal at some later date following operation. Prior to that 
time, the need to remove packs frequently precipitated haemorrhages and it 
was in order to discover a material which would not require removal and yet 
would be well tolerated and readily absorbed by the tissues that such extensive 
investigations have been undertaken. 

Although Guy’, as early as 1915, reported the use of fibrin as a haemostatic, 
it was not until 1944 that any extensive investigation was made of the properties 
of this substance. In July of that year, the Journal of Clinical Investigation 
published a series of articles on fibrin and fibrin plus thrombin as haemostatic 
agents. - 

Bering?, describing fibrin foams, mentions the wide range of mechanical 
and biological properties obtainable by alteration of the fractionisation pro- 
cesses. At one extreme he describes a light, fluffy material highly compressible, 
which, when wet, loses 90% of its dry volume and suited, he claims, for the control 
of small persistent capillary haemorrhages, whilst, at the other extreme, he 
describes a dense substance relatively less compressible and shrinking only to 
50% when wet. The latter products are suitable for the packing of large 
cavities. 

Morrison and Singer® studied the rates of absorption of fibrin implanted 
in the muscle of rabbits with the object of ensuring complete absorption when 
used in wounds or cavities. They found that encapsulation occurred between 
10 and 30 days after implantation and suggested that, in order to produce an 
optimal result, what they termed a “persistence time” should be accurately 
determined for each specific appplication. In this way complete resorption 
without encapsulation would result. 


Also in 1944, Hawn, Bering, Bailey and Armstrong‘ reported that the use 
of fibrinogen and thrombin on surgically denuded areas of animals and on burns 
in humans showed no deleterious effects on the normal process of repair. 


Ingraham and Bailey® reported both experimental and clinical work with 
these substances. They found fibrin foam and thrombin to be an effective 
haemostatic agent which adequately controlled oozing from small vessels and 


*Read at the Twelfth Australian Dental Congress, Sydney, August, 1950. 
. Guy, E. O.—Fibrin as a haemostatic in cerebral surgery: Surg. Gynec. & Obstet., 


1915. 
Bering, E. A., Jnr.—The development of fibrin foam as a haemostatic agent and 


" for use in conjunction with human fibrin: J. of Clinical Investigation, 23:586, 1944. 
. Morrison & Singer.—J. of Clinical Investigation, 23:573, 1944. _ 

. Hawn, Bering, Bailey and Armstrong.—J. of Clinical Investigation, 23:580, 1944. 
. Ingraham & Bailey.—J. of Clinical Investigation, 1944. 
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their histological studies both in man and experimental animals (Macaco Mulatta 
monkeys) indicated rapid absorption of the substance with a “normal, even 
negligible, tissue reaction.” 


Still later in this year, Ingraham, Bailey and Nulsen* made further studies 
of fibrin foam as a haemostatic agent and compared these results with those 
obtained from the use of muscular tissue. They considered that a completely 
satisfactory haemostatic material should meet the following criteria: 

1. It should be readily available. 

2. It should promptly control bleeding. 

3. It should have no or very slight tissue reaction. 

4. It should not cause the formation of antibodies. 

In the report on the experimental implantation of the fibrin foam in monkeys, 
the writers remark upon the small amount of cellular reaction as compared to 
that elicited by the muscle tissue in material sectioned three days after implanta- 
tion. In that removed after a period of three weeks, there was absence of 
fibrous tissue formation with the fibrin and extensive proliferation with the 
muscular tissue. Connective tissue response to both black silk sutures and bone 
wax was markedly in excess of that found following implantation of fibrin. 

Losch’ reported the use of fibrin and thrombin in conditions in which 
control of bleeding was difficult. In the treatment of two patients whom he 
termed haemophiliacs (although their clinical laboratory data were within normal 
limits) bleeding was controlled by firmly packing the sockets with the substance 
and retaining it in position by pressure. On one occasion this was done by 
constructing an acrylic denture to exert constant pressure on the area. He 
mentioned that a great advantage of this substance was that it did not require 
post-operative removal. 


Mitchell* reported the application of fibrin with thrombin to the sockets of 
patients who were not true haemophiliacs, but who gave a history of prolonged 
bleeding following dental extractions. Bacteriostatic drugs and mattress sutures 
were also applied to the sockets. Mitchell mentioned the inadequacy of the 
control measures in his clinical investigation but claimed the fibrin and thrombin 
possessed remarkable haemostatic properties, that it offered a barrier to the 
ingress of oral bacteria into the sockets and that it was not injurious to the 
patient. 

Rault® published reports from United States Navy dental operators who 
were issued with fibrin and thrombin. The operators were supplied with phials 
containing fibrin foam, dried thrombin and normal saline. The fibrin was cut 
to the approximate size of the socket and then soaked in the thrombin previously 
dissolved in normal saline. Following removal of excess moisture from the 
area, the substance was then applied to the socket and gentle pressure exerted 
until coagulation took place. Both sulphonamides and penicillin were used in 
conjunction with the fibrin and thrombin. The operators claimed that fibrin 
and thrombin promoted healing by reducing the possibility of loss of the blood 


. Ingraham, Bailey & Nulsen.—J. of Clinical Investigation, 1944. 

. Losch, P. K.—The use of fibrin foam and thrombin in dental operations: J. of Oral 
Surgery, 3:3, 1945. 

. Mitchell, David F.—J.A.D.A., October, 1946. 

. Rault, Clemens V.—J.A.D.A., November, 1946. 
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clot, controlled both primary and secondary haemorrhage and acted as a matrix 
to support soft tissue flaps. 


Jacobs, Rafel and Newark’® conducted an experimental evaluation of the 
reaction of absorbable haemostatic agents in normal medullary bone of the dog. 
They implanted oxidised cellulose, gelatin sponge and fibrin foam in post-extrac- 
tion wounds in the mouth of one dog and suggest from their experiment that 
fibrin foam is more readily absorbed than either oxidised cellulose or gelatin 
sponge and that the latter materials retard the process of epithelialisation. 


EXPERIMENTAL PROCEDURE. 
Purpose of the Investigation. : 
Experiments were carried out in order: 


1. To determine whether fibrin and fibrin plus thrombin possess haemostatic 
properties when used in post-extraction wounds in man. 


2. To determine whether there are undesirable sequellae from the use of 
fibrin and fibrin plus thrombin in man as evidenced by clinical observations. 
3. To demonstrate tissue responses to fibrin and to fibrin plus thrombin in 


rats and to attempt correlation of these findings with the clinical observations 
in No. 2. 


Materials. 


The fibrin, (as supplied by the Australian Red Cross Transfusion Service), 
is prepared by agitating human blood plasma from which the corpuscles have 
previously been removed. The fibrin forms as a precipitate, is then removed 
and dried in a dessicator, the resultant substance being spongy and elastic in 
consistency. A sample is then cultured and, when proved sterile, suitably-sized 
pieces are sealed in ampoules ready for use. When stained with haematoxylin 
and eosin and examined microscopically, it is revealed as a bluish-staining 
fibrinous substance broken up by many spaces throughout its mass. 


Thrombin-topical (Parke Davis & Co.) is prepared from bovine blood, 
sterilized by filtration, filled into sterile phials, dried and sealed. Each phial 
contains 5,000 National Institute of Health units* which are dissolved in 5 ccs. 
of isotonic saline just prior to use. The pieces of fibrin were placed in this 
solution immediately before implantation in the sockets. 


Two groups of experiments were performed—the first using fibrin alone 
and the second group with fibrin and thrombin. In each case the investigation 
consisted of implanting the substance in the tooth sockets of patients undergoing 
multiple extractions and intradermally in white rats. 


Clinical Investigations. 


Subjects for these investigations were chosen at random from patients 
presenting for multiple extraction under endotrachael ether anaesthesia. They 


*A National Institute of Health unit is defined as that amount required to clot 1 cc. 
of standardized fibrinogen solution in 15 seconds. Approximately 2 National Institute 
of Health units are required to clot 1 cc. of oxalated human plasma in the same period 
of time®. 


10. Jacobs, Rafel & Newark.—Oral Surg., Oral Med. & Oral Path., 3:3, 1950. 


. 
tS 
| 
i 
7 
| 
4 
5 


The Dental Journal of Australia, March, 1951 


were not questioned as to any previous post-operative experience with regard 
to excessive haemorrhage. 

Similar methods were employed for the implantation of both fibrin and 
fibrin plus thrombin. 


When suitable the wounds resulting from extraction of the upper six anterior 
teeth were chosen for the experiment, being situated most conveniently for 
implantation and subsequent investigation of the healing. After all other 
operative procedures had been completed in the mouth, the teeth selected 
for the experiment were then extracted, using care to avoid unnecessary trauma. 

Masses of fibrin previously cut to the approximate size of the sockets 
were then inserted into the resulting wounds on one side of the mouth (usually 
upper left central, lateral and canine sockets), gently pressed into position and 
the sides of the sockets compressed lightly and momentarily with sterile gauze 
held between the index finger and thumb. The control sockets on the other side 
of the same mouth were similarly compressed. In those cases in which it was 
found necessary to insert sutures in order to hold the fibrin in the socket, 
similar sutures were inserted in the control sockets. 


Fig. 1—Fibrin implant after one week. 
Note fibrin in left central socket. 


Special care was taken to see that sockets similar to those implanted with 
fibrin were utilised as controls. The insistence on this very necessary precau- 
tion caused the disbandment of the experiment in a number of cases. 

A gauze pack was then placed in the hard palate for the purpose 
of isolating experimental sockets from all others, and the bleeding 
time of each group carefully noted. The method found most suit- 
able was to swab lightly and continuously with pellets of cotton wool 
held in surgical dressing tweezers the mucosa immediately lingual to the sockets, 


138 


+ . 
{ i 
t 
4 
H 


The Dental Journal of Australia, March, 1951 


taking care not to interfere in any way with the sockets themselves. In this 
manner any blood emerging from the socket wound was readily noted. In case 
the presence of fibrin or the fibrin plus thrombin in one socket may have some 
bearing on the behaviour of an approximating socket, it was considered advisable 
to discard the results recorded in the approximating centrals. 

Patients were recalled for examination one, two, three, four, five, eight and 
twenty days after the operation. 

Results: The results are set out in Tables I and II. 

In the fibrin series, it will be noted that at the end of 48 hours most of 
the implanted sockets were more open than the controls, but in only two of the 
sixteen cases can it be said that the implanted sockets were more advanced in 
healing than the controls. 

At the same period of time in the fibrin plus thrombin series, the im- 
planted sockets also were more open than the controls, and two of the group 
showed improved healing. 

At the end of 7 days in the fibrin series, eight (50%) of the implanted 
sockets were more open than the controls, whilst five of the sixteen (approx- 
imately 30%) gave the appearance of more advanced healing. 

At the end of 7 days in the fibrin plus thrombin series, on only one occasion 
(10%) did the implanted sockets appear more open than the controls, but on 
four occasions (40%) there was more advanced healing in the implanted 
sockets. 
In both groups, at the end of 14 days, it may be said that there is little 
difference in healing in the implanted sockets when compared with the control 
sockets. 


Experimental Study. 


Sixteen white rats of pure strain were utilised for this work. The skin 
and hair over approximately 5 sq. cms. of the back of each rat was washed with 
ether soap, shaved and then swabbed with tincture of metaphen. The field was 
then isolated with sterile towels and the operation conducted under aseptic ; 
surgical conditions. Under light ether anaesthesia an incision, approximately 
2-3 cms. in length, was made through the depth of the epidermis into the dermis. 
A pocket was then formed by incising the connective tissues parallel to the 
external surface and a piece of the substance (fibrin or fibrin plus thrombin), 
oval in shape and measuring approximately 1.5 cms. in its longest axis and 
.5 em. across, was inserted into this pocket. The implant was held in place and 
the wound closed with one or. two silk sutures inserted through the fibrin implant @g 
and the edges of the wound. 


In all cases healing was uneventful. 
The implants were removed at intervals of 24 hours, 2, 3, 4, 5, 8, 12 and 20 
days. 


In those rats implanted with fibrin only, freedom of movement of the 
epidermis and dermis over the underlying structures facilitated the removal of 
the implant with its surrounding tissues intact. This was accomplished by 
grasping the region of the implant with the finger and thumb, drawing it away 
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from the underlying structures and removing the implant with the adjacent 
tissues by cutting it free with a pair of scissors. 


Fig. 2.—Fibrin in position intradermally. 


In those rats implanted with fibrin plus thrombin, adhesions present in 
the later stages (after 4 days) necessitated the removal of the implant by blunt 
dissection. 


The edges of the resulting wound were then drawn together with sutures. 
The implant with the surrounding tissues was fixed in 10% formalin, imbedded 
in paraffin, sectioned in series at a thickness of 7 y, and stained with haema- 
toxylin and eosin. 


Results. As examination has revealed that a somewhat similar tissue 
response was initiated by fibrin and fibrin plus thrombin, the two groups are 
included in the one description of the microscopic details. 


Microscopic examination of material sectioned immediately following implan- 
tation shows the fibrin as a mottled bluish-pink substance with large circular 
cavities throughout its mass. Portions of these cavities contain networks of 
reticular fibres, whilst in others a homogeneous pinkly-staining material is 
present. The operation of implantation has resulted in damage, compression 
and distortion of some voluntary muscle fibres and to areolar connective tissue 
in which haemorrhage is present. The mass of fibrin is situated within con- 
nective tissues and muscle and contacts blood vessels and nerve trunks. 


24 Hours. At the end of twenty-four hours, sections show the implant 
invaded by polymorphonuclear leucocytes and many of the spaces mentioned pre- 
viously are filled with these cells. Some of the cells may be seen with their 
multi-lobed nuclei stretched out into a line as though in amoeboid movement. 
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In some portions they have exerted resorptive action, thinning out the homo- 
geneous material and leaving a fibrinous network. Essentially the response, 
at this stage, is that of the granular leucocytes. 


Fig. 4.—Polymorphonuclear leucocytes in spaces in fibrin. Voluntary on periphery. 


: On the periphery of the implant and in the surrounding tissues, some 

1 1 histiocytes and large lymphocytes are present—the blood vessels, however, are 

a engorged with granulocytes. Damaged muscle fibres are occupied by similar 
cells. 
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2 Days. Polymorphonuclear leucocytes predominate the field. Spaces 
appear enlarged. Portions of the implant show the results of marked resorptive 
activity, leaving only a fibrinous network. Histiocytes and agranulocytes now 
present in the edges of the fibrin, and fibroblasts in association with new blood 
shoots, are growing into the peripheral portions. Surrounding connective tissues 
show increase in number of thin-walled vessels and marked cellularity. 
Agranulocytes and histiocytes are the predominating cells of this zone. 


Fig. 5.—Red blood cells in spaces. 


3 Days. Polymorphonuclear leucocytes are present centrally in the implant, 
but many of them appear fragmented. Some of the spaces are now filled with 
normal blood cells. Towards the periphery, agranulocytes and histiocytes are 
very abundant and fibroblasts are growing into the implant. Young capillaries 
may be seen some distance in from the periphery and blood cells lie free in the 
interstices of the fibres. Some collagen formation in the surrounding tissues 
may perhaps suggest encapsulation, but the cellular and vascular activity in 
these parts is very intense. Well-established lymph and vascular channels 
approximate the fibrin and large and small lymphocytes are very numerous in 
the surrounding tissues. At this stage in the fibrin plus thrombin series it 
was noteworthy that the fibroblastic activity was slightly ahead of that of the 
fibrin implants. Histiocytes and large monocytes were especially abundant in 
the former. ‘ 


4 Days. Degenerating polymorphonuclear leucocytes are present in the 
central portions of the implant. The implant itself now stains more pinkish 
in the centre having lost much of its bluish colour and fading perceptibly to the 
periphery where there is an ingrowth of fibroblasts. Many appear stretched out 
as though in a gliding motion. 
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The surrounding tissues are markedly vascular and cellular with fibrin 
and thrombin and relatively less so with fibrin alone. Large mononuclear 
leucocytes and lymphocytes are prominent in both groups. 


Fig. 6.—New blood vessels on periphery of implant. 


5 Days. Very few polymorphonuclear leucocytes remain in the implant. 
Surrounding the implant there is active growth of all the elements of granulation 


Fig. 7—Reticular network remaining of fibrin. 
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tissue, new blood vessels being very prominent. In places some collagen forma- 
tion is evident. Large lymphocytes in lacunae in the implant suggest resorptive 
activity of these cells. There is some granularity of the implant. 

8 Days. The implant is occupied with fibroblasts and histiocytes. Intense 
cellular and vascular activity surrounding the implant is evident and well-estab- 
lished. Blood vessels are seen further away from the implant. The walls 
of these vessels often show thickening and damage to endothelium. Fading in 
the colour of the implants is noticeable in some portions, whilst in other parts 
completely absent. In the latter zones there is a definite demarcation between 
the implant and ingrowing connective tissue elements. 


12 Days. Where cells are not present in the implant a reticular appearance 
is seen, but active absorption is still going on in other portions of the material. 
The overall picture gives the impression of a general reduction in the reactive 
phenomena. 


20 Days. Cellular activity is less intense and surrounding cells now contain 
many fixed connective tissue cells. In the case of fibrin plus thrombin there 
is considerable collagen formation. 


DISCUSSION. 


One fact emerging from Table No. I is that those sockets implanted with 
fibrin never had a bleeding time beyond that of the controls, and in a few cases 
were slightly less; whether this was due to some haemostatic property of the 
fibrin or to a purely mechanical factor could not be determined. 


From Table II (fibrin plus thrombin), on the other hand, in nine out of 
ten patients the implanted sockets had a much reduced bleeding time when 
compared with that of the controls. In one or two implanted soekets the arrest 
of haemorrhage was quite spectacular. 

Although it is recognised that the small numbers of implanted sockets pre- 
clude the drawing of any definite conclusions, the impression is gained that 
fibrin plus thrombin possesses haemostatic properties in advance of the fibrin 
alone. 

Clinical observations would indicate a reasonable tolerance of the substances 
by human tissues, as previous workers have indicated. Unfortunately, his- 
tological material from implantation in humans could not be obtained, and so 
one further link in the chain of reactions yet remains to be forged. Some of 
the earlier workers were more fortunately situated with respect to human 
material, and their histological results are not dissimilar to those of the present 
series on the rats. 


The cellular response in these animals to the two implantation techniques 
is similar to that in an inflammatory condition. Beattie and Dickson™ mention 
the presence of polymorphonuclear leucocytes in the inflammatory exudate as 
early as three hours following injection of B.coli into the peritoneal cavity of 
guinea pigs. The polymorphonuclear leucocytes begin to diminish in number at 
approximately twenty-four hours and continue to do so at the same time as the 
mononuclear leucocytes, histiocytes, endothelial leucocytes, etc., increase in 
number. The latter cells, they maintain, are relatively scarce for the first 


11. Beattie & Dickson.—Textbook of Pathology. 
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twelve hours after the introduction of an irritant. This was so in the present 
series. 


From the histological examination of the rat material it may be reasonably 
assumed that this animal tolerates the implantation of both substances and com- 
pletely absorbs it over a period of three to four weeks without encapsulation. 
It is suggested that the increased adhesions noted in the fibrin plus thrombin 
series may be a result of the bovine thrombin acting as an antigenic substance 
to the rat. 

If one is to accept Morrison and Singer’s work, it would seem that it will 
be necessary to determine a “persistence time” if we are to use these substances 
in bony cavities of any size. There would appear to be a danger that large 
masses will persist indefinitely, the end results being encapsulation. Costigan’? 
published the results! of a clinical investigation of eliminating undercut alveolar 
ridges by subperiosteal implantations of mineral salts (mainly tri-calcium 
phosphate), in a 5% solution of gelatin. In this way he produced deposition 
of new bone in the undercut area. Actually, in the present work, it was origin- 
ally intended to investigate whether the implanted materials would facilitate 
the growth of bone in cavities of the jaws. Unfortunately, however, the experi- 
mental animals avaijable were found to be unsuitable because of the relatively 
small skeletal bones and hence this important aspect of the research has needed 
to be postponed. It will be an interesting study to see whether Costigan’s bone 
paste stimulates faster bone regeneration than, say, fibrin. Jacobs, Rafel and 
Newark, working along these lines, implanted a number of different materials 
in one animal. Their work, however, must be open to criticism for the 
presence of a number of different substances in any one animal may completely 
cloud the reactive phenomena normally associated with any one substance. They 
have apparently ignored the possibility of an antigenic factor in their experi- 
mental work. 

Losch mentions fibrin and thrombin as being successful in controlling 
bleeding in patients giving a history of previous haemorrhages following extrac- 
tions. With his implants however, he combined pressure, and, in one case, 
constructed an acrylic splint to give continual pressure, and for this reason 
he is not entitled to claim that the implanted materials were responsible for the 
cessation of haemorrhage. Similarly, Mitchell added bacteriostatic drugs and 
used mattress sutures in association with fibrin and thrombin, and, although 
admitting the inadequacy of his controls, claimed that the reagents possessed 
remarkable haemostatic properties. This type of claim is quickly discredited 
when compared with properly controlled scientific investigations. 


It might be well to re-iterate Ingraham, Bailey and Nulsen’s criteria 
regarding a haemostatic agent. They were— 


1. It should be readily available. 
2. It should promptly control bleeding. 
3. It should have no or very slight tissue reaction. 
4. It should not cause the formation of antibodies. 
12. Costigan, W. E.—A clinical investigation of the role of subperiosteal synthetic 


bone implantations in the elimination of undercut alveolar ridges: Northwestern 
University Bulletin, L:19, 1950. 
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It would appear that fibrin plus thrombin satisfied adequately the first two 
tenets, and it may be gaid from our clinical observations that there is no 
apparently marked deleterious formation of antibodies. With respect to the 
third point concerning a tissue reaction the histological investigation would seem 
to indicate that there is a considerable tissue reaction in the case of the rat. 
This, however, is not a serious disability so long as the early reactive phenomena 
are not more intense than those seen and the ultimate result is complete absorp- 
tion of the mass. 


SUMMARY AND CONCLUSIONS. 


. Implantation of fibrin in post-extraction wounds in man indicate toleration 
of this substance. It is doubtful whether fibrin has any haemostatic 
properties other than that of mechanical occlusion of the socket. 

. Similar implants of fibrin and bovine thrombin show similar toleration by 
human tissues. They possess haemostatic properties. 

. Microscopic examination of both fibrin and fibrin plus thrombin implants 
in white rats indicate absorption rather than encapsulation of the material. 
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PLANNING THE PROGRAMME FOR DENTAL HEALTH EDUCATION* 
J. HOLLIDAY.+ 


One might call the Queensland Health Education Council an advertising 
agency whose one “account” is “Health.” Our function is publicity and 
publicity only. When we want facts to publicise, we go to the people who 
know these facts. We go to the dentist, the doctor, the health officer. It is 
their duty to know these facts; our duty to publicise. 

In planning any “Health Education” publicity campaign, the subject 
must be considered as a saleable commodity to be merchandised according to 
established commercial practice. In health education, as in commerce, the 
subject must be “sold” to the public. There is as much difference between 
selling soap and “selling” dental health as there is between merchandising 
various commercial commodities. The problems encountered in selling soap 
are very unlike those met in selling insurance. Similarly, in the field of Health 
Education, publicity on diphtheria immunization cannot follow the same 
pattern as publicity on the early recognition of cancer. 

However, whether it is soap, insurance, diphtheria immunization or cancer 
recognition, the same underlying principles of merchandising apply. Before 
the actual “selling” is reached, certain investigations must be made into the 
“market.” Three impertant things must be found out:— 

1. That there is a need for the product. 

2. The type of people in need of your product. 

3. The methods by which these people may be reached. 

Investigating these three problems in turn, we ask ourselves the first ques- 
tion, “Is there a need for Dental Health Education?” 

It has been said that Australians have the worst teeth in the world, and 
that the incidence of dental caries in this country is practically 100%. Most 
of the work performed by dentists is the result of dental caries. All other 
causes of dental ill-health—malocclusion, diseases of the gums, impacted 
teeth—important though they be, are far less frequently encountered. 

It is generally held that the incidence of dental caries can be reduced by 
lessening the intake of foods rich in refined carbohydrates, and by brushing 
the teeth immediately after eating. 

The huge incidence of dental caries establishes the need for education in 
dental health, and the underlying theme of the publicity programme should 
be the methods by which caries can be reduced. 

In answer to Question 2: “Who in the community need Dental Health 
Education?” it can be said, “The poor, the rich, the young, the old; the mother, 
the father; in short, everyone.” 

If the ideal of the growing of strong, healthy teeth and their retention 
throughout life is to be attained, our first attention should be the mother-to-be. 
She must be made aware that the formation of strong teeth in her baby depends 
on the foods she eats. That teeth get a good start in life is entirely up to her. 

Later, when “baby” teeth arrive, the mother must be informed of their 
importance and that correct habits of oral hygiene must be established early 


*Read at the Twelfth Australian Dental Congress, Sydnev, August, 1950. 
+Publicity Manager, Queensland Health Education Council. 
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in childhood. She must teach her child to make a habit of brushing teeth 
immediately after eating, see that he drinks plenty of milk and eats plenty of 
fruit and vegetables, and at the same time control the partaking of sweets 
and biscuits. 


As the child grows older, the continuance of these habits which have been 
formed should be supervised by kindergarten and school-teachers, and by the 
dentist. When the child is old enough he should be instructed at school in the 
physiology of teeth, the causes of dental decay, and the relationship of teeth 
to health and appearance. Adolescent girls should receive instruction at 
school or college on the effect of foods in the formation of teeth during 
pregnancy. 

The importance of the establishment of correct habits of oral hygiene 
early in life cannot be stressed too greatly. We form habits very early in life, 
and habits once established are very hard things to change. It is therefore the 
responsibility of the parents, dentists and teachers to see that good habits of 
oral hygiene are formed early in life, so that the child may have strong, healthy 
teeth for his lifetime. 


Bad habits of oral hygiene take a great deal of persuasion to change, and 
the longer the habits have been established, the more difficult the task. 


This brings us to the third point to be investigated: “What methods to 
use to reach those in need of Dental Health Education?” 
These methods may be classified under two headings :— 


1. Advertising Media. 
Comprising (a) Newspapers. 
(b) Broadcasting stations. 4 
(c) Posters. 
(d) Film screenings. 
(e) Pamphlets. 
(f) Displays and demonstrations. 


2. Personal Contact. 
Comprising (a) Lectures. 
(b) School lessons. 
(c) Personal instruction by dentists, doctors, nurses 
and dental hygienists. 


Most spectacular results can be achieved with newspaper and radio 
advertising. But to employ these two media for greatest effect, much money 
is needed. Big spaces should be taken in newspapers and large blocks of time 
on the air, and the campaign continued for months, even years, until the mes- 
sage is retained in the minds of every prospect. Even when this desirable 
effect is finally achieved, the campaign would be unsuccessful if each prospect 
were not galvanised into acting on the advice. Action can only be attained 
by an organised system of personal contact. In the merchandising of a com- 
mercial product, the sales staff act in collaboration with the advertising 
campaign. The newspaper advertising and the radio broadcasting is used to 
break down “sales-resistance” and to ease the task of the salesman, which is to ' 
convince or, in other words, to gain action. A classic example of this principle 
occurred in America during the last war. Huge sums were spent on advertis- 
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ing to sell bonds. Salesmen also covered the field. When the final accounting 
was made, over 90% of the sales were made by personal contact. 


The “salesmen” in Dental Health Education would be the dentist, doctor, 
nurse, receptionist, dental hygienist, and school-teacher. These helpers would 
need to be “briefed” in the role expected of them. Their duty would be to 
convince the public, or such members of it with whom they would come in 
contact, of the virtues of good habits of dental health. Supplies of pamphlets 
should be ready for them to assist in obtaining conviction. 


It may take months to organise these professional people, and to prepare 
and distribute pamphlets. But it is a very essential ground preparation which 
should be undertaken before any onslaught is made on the general public. 


To those professional men who protest that they are too busy to spend 
time playing the role of teachers, they should remember that a word or two 
of advice from a professional man carries much weight with the lay public. 
It takes only 75 seconds to say 100 words, and much can be said in 100 words. 


In the case of children, both before and after birth, the mother must seek 
the advice of the dentist and doctor. At these times, she is very receptive to 
any suggestions to! benefit her child, and advantage should be taken of it. 
Nurses at pre-natal and child welfare clinics wield much the same influence. 


The question of dental instruction in schools is one which demands the 
immediate attention of every person interested in dental health education. 
In Queensland, my Council considers instruction in Health and Hygiene an 
essential part of the training of every school-child. As the result of its 
representations to the Department of Public Instruction, two periods a week 
are devoted to this subject in every Primary State School. To assist teachers, 
and to make sure that the health information was uniform, we prepared a 
Teaching Manual which was issued free to schools. One of the eight chapters 
in the Manual is devoted entirely to Dental Health Education. The technical 
data was supplied by the Queensland Branch of the Australian Dental 
Association, and written into the form of lessons by a school-teacher seconded 
to my Council. This Manual is supported by a booklet, published by us in 
collaboration with the Australian Dental Association, and will shortly be 
supplemented by the issue of instructional posters. 


The school is a big influence on the life of every person. It helps mould 
character and does much to form habits that may remain throughout life. The 
school is a place to help form good habits of oral hygiene. Several periods 
each term should be devoted to teaching dental health. It will ultimately save 
the individual and perhaps the nation much money, as well as improving the 
standard of dental health in Australia. Isn’t this worth 10 or 20 hours a year? 


“One picture is worth one thousand words.” The instructional film has 
come to the aid of the health educator and simplifies his task to an almost 
unbelievable extent. One striking true story is worth relating. In a British 
film called “Your Children’s Teeth,” one scene shows a small child of four or 
five copying an older one in the brushing of her teeth. Present in the audience 
was a child of three seeing her first picture show. Before going to bed that 
evening this child of three insisted that she brush her teeth “like the little 
girl on the wall.” To the amazement of her father she copied exactly the 
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method recommended in the film. One is moved to ask, “How long would it 
have taken to teach this child how to brush her teeth by any other medium?” 


My Council utilises films to a very great extent. Recently £700 was spent 
to produce a film on oral hygiene in which emphasis was placed on the 
technique of brushing. This film has been shown in every picture theatre 
throughout the State, and copies presented to the State School Film Library. 


Films can be an easy means of instruction, particularly to children and 
to mothers, and are a very convincing support to other methods of instruction. 


Another visual means of instruction which can be used with good effect 


is the animated display. It’s a mistake to animate displays simply to attract 


attention. Often the person whose eye you have arrested resents having been 
“trapped” into looking and dispiays nd further interest. 


The animation should try to illustrate some action of the message it is 
desired to convey. For example, the action of brushing teeth can easily be 
conveyed by mechanical means. A small unit built on these lines could be 
placed in the windows of chemists’ shops. The cost of construction and main- 
tenance would be very small. 


At the Brisbane Exhibition last month, my Council built a large unit along 
these lines and it was very heartening to note the number of parents who 
used it to instruct young children in the correct method of brushing teeth. 
So successful was this unit that a small edition is being built for use in shop 
windows and to send to the shows in larger country towns. 


An entire programme of Health Education cannot be commenced at once. 
It would take months, and even years, to gather full momentum. It is sug- 
gested that the programme be carried out step by step. In order of importance 
I would place these as follows :— 


1. Dental Health Education in schools. This would mean the preparation 
of standard lessons and of charts and their distribution to each school- 
teacher. 


2. Rallying all dentists to the cause and distributing to each quantities 
of three pamphlets: (1) for the pregnant mother; (2) for the child; 
and (3) for all others. 


8. Organising the natural “health educators”: the doctors, the nurses, 
the receptionists, the dental hygienists and the kindergarten-teachers. 
This may mean an approach through the official organisation, personal 
contact or a mailing campaign. These persons could be supplied with 
the same literature that would go to dentists with an additional leaflet 
for personal instruction. 


4. Place films on oral hygiene in film libraries and encourage their use in 
schools, hospitals, and youth clubs. 

5. Make representations to the Australian Broadcasting Commission to 
have instruction in oral hygiene included at regular intervals in school 
broadcasts. 

6. Commence a campaign in newspapers and radio supported by posters, 
displays and demonstrations. 
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The last step would need a great amount of finance, and it is doubtful if 
it would ever come into being except by subsidy from public funds. 


The other five steps are well within the bounds of the finances of most 
branches of the Australian Dental Association and, if effectively carried out, 
would bring about a major change in the present state of Australia’s Dental 
Health. A great amount of good can be accomplished by personal contact, and a 
this costs nothing but a little of one’s time. Finance is not needed for your : 
own little Health Education Programme. 

If there were bodies in other States similar to the Queensland Health 
Education Council, ideas could be interchanged, and costs reduced by the unifica- 4 
tion of publicity. Britain and America have had Health Education bodies for 
many years, and the value of these bodies have been proved an important factor q 
in bettering the health of the communities. Why should not the whole of 
Australia enjoy these privileges, too? 
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JOURNAL 


INTERNATIONAL DENTAL JOURNAL . 


The Federation Dentaire Internationale, which has again become active since 
the end of the war, has produced its own Journal and copies of the first issue have 
now come to hand in Australia. 


It is most encouraging to see that the international bonds in the dental 
profession are becoming sufficiently strong for the Federation to contemplate such 
a step and, further, it is pleasing to see that such an excellent Journal has been 
produced. 


There are numerous points in favour of the production of such a Journal. 
In the past, it has been most noticeable that the workers in Europe rarely referred 
to work being carried on in other parts of the world and that, conversely, research 
workers in the United States of America and other English-speaking countries 
were often not aware of some excellent studies being carried out in Europe. 
This, of course, was due in great part to the language difficulty and this is one 
way in which the new International Dental Journal may assist in overcoming 
this problem. The articles are all written in English but have summaries also 
in French, German, Italian, and Spanish and, similarly, all illustrations are 
described in the five languages. This will mean that the Journal can serve as a 
most useful central repository of international thought on dental problems which 
will be readily accessible to the majority of dentists throughout the world. 


It would seem, at the moment, that authors will be chosen by invitation and 
that the Journal will also serve as a means of publishing the proceedings of the 
International Dental Congresses. Whilst no one could possibly quibble at the 
selection of authors to date (amongst whom, incidentally, we are pleased to see 
the name of Professor W. J. Tuckfield of Australia), the possibility could arise 
that emphasis might be placed upon one particular sphere of dentistry or on one 
particular line of approach to a problem. This would not be a good thing but 
it is doubtful whether such a condition would ever arise. 


While we welcome a journal from such a body as the Federation Dentaire 
Internationale, we might pause to consider the problem of journals in general. 
Over the past years the number of dental journals published has increased 
alarmingly and has now reached such a stage that any person desiring to survey 
the literature in search of any particular subject is faced with an almost insuper- 
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able task. Every association and sub-group seems to feel that it is not being 
progressive and active unless it produces a journal of some nature. At times, 
in the most obscure journals with limited circulations one finds original work 
published which deserves attention from a much wider circle of readers. 


The objects in producing a journal can be classified under two headings: 
firstly, a journal produced by an association may be used to disseminate purely 
political and personal news of that body to its members; secondly, the journal 
of a professional group can be a vehicle in which expressions of opinion and 
work done by the members of that association might be published. 


It is extremely \difficult to find the happy medium in such a matter and thus 
we find small assdciations regularly producing journals which are filled with 
articles of interest only to the immediate members of that Association, but 
padded, in order to take on the appearance of a professional journal, by numer- ° 
ous reprints and re-hashes of material which has already been printed in other 
journals. The happy medium seems to be struck in such a journal as the Journal 
of the American Dental Association, where the member of that Association 
obtains not only information affecting his relationship with the profession and 
any political or professional news but also is able to read numerous original 
articles of great value and of a high standard. This is brought about by two 
things: firstly, the American Dental Association has a very large membership 
and, secondly, the Association is able, by virtue of its numerous subscribers, to 
produce separate journals such as the Journal of Oral Surgery, which are entirely 
devoted to specific subjects. The idea that the one journal of an association 
must fulfil all the requirements of all members cannot be accepted any longer. 


It is felt that we could well do without many of the dental journals which 
are published throughout the world, and we are pleased to welcome the appear- 


ance of a new one only when it is to fulfil a certain need, as the International 
Dental Journal will. 


News and Notes 


POST-GRADUATE COMMITTEE IN DENTAL SCIENCE, 
UNIVERSITY OF SYDNEY 


The Post-Graduate Committee in Dental Science, University of Sydney, has 
arranged a most attractive programme of post-graduate courses for 1951. 


Members of the Association have already received notification of these 
courses, which are as follows: 


Course No. 8: General Anaesthesia, with Special Reference to Treatments in 
the Practice of Pedodontia. 


21st May, 1951, to 25th May, 1951. 


Enrolment limit—12. 
Fee for Course—£10 10s. 0d. 
The most recent advances in anaesthetic agents and techniques will be 
demonstrated, with special reference to their dental application. Premedication, 
analgesic agents, and the most satisfactory methods of using general anaesthesia 


156 


| 
| 

| 

4 

: 

4 
: 
2 
4 


The Dental Journal of Australia, March, 1951 


in the treatment of children will be dealt with from the viewpoint of the general 
practitioner. 


Clinicians: Dr. A. P. Balthasar and Dr. W. D. Suthers. 


Course No. 9: Full Denture Construction. 


20th August, 1951, to 24th August, 
1951. Enrolment limit—12. 
Fee for Course—£15 15s. 0d. 


This course will cover the clinical and laboratory procedures associated with 
recent advances in full denture construction. Lectures and clinical demonstra- 
tions will provide instruction on dental materials, impression techniques, methods 
of recording jaw relationships, arrangement of artificial teeth with emphasis on 
aesthetics and phonetics, a study of prosthetic malocclusions and edentulous 
anomalies with their appropriate treatment. Considerable time will be devoted 
to clinical procedure by members of the course who will be supplied with 
adequate laboratory assistance when and if desired. 


Clinicians: Dr. C. H. Graham and Dr. A. G. Rowell. 


Course No. 10: Orthodontics. 


Twelve months commencing 6th 
July, 1951, each Friday morning. Enrolment limit—6. 
Fee for Course—£36 15s. 0d. 


The course will include (i) a series of lectures covering the field of ortho- 
dontics, (ii) instruction in the technique of band formation and appliance design, 
(iii) practical case analysis and diagnosis, (iv) treatment of selected cases of 
malocclusion, (v) observation of cases under treatment or cases of special 
interest that may present. 


Clinician: Dr. W. N. Benson. 


Course No. 11: Periodontia. 


28th May, 1951, to Ist June, 1951. Enrolment limit—10. 


Fee for Course—£15 15s. 0d. 
A complete course in Periodontia giving the etiology, diagnosis and treat- 
ment. 


Clinicians: Dr. D. J. Martin and Mr. R. L. Currie, M.D.S. 


Course No. 12: Oral Surgery. 


27th August, 1951, to 31st August, 
1951. Enrolment limit—10. 
Fee for Course—£15 15s. 0d. 


The course will include a review of the fundamentals of surgery together 
with diagnosis and treatment-planning clinics. Instruction will be given in 
regional anaesthesia and the surgical treatment of conditions which confront 
the general practitioner. The feature of the course will be the opportunity for 
members to obtain practical instruction. 
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Clinicians: Professor A. J. Arnott, Dr. H. R. Kemp, Mr. C. H. Ritchie, B.D.S. 


Course No. 13: Crown and Bridge Work. 


21st May, 1951, to 25th May, 1951. | Enrolment limit—8. 
Fee for Course—£10 10s. 0d. 
The course will cover both the theoretical and practical aspects of the 
restoration by fixed bridgework of short-span edentulous spaces and the 
restoration of the various conditions of fractured anterior teeth. 


Clinician: Mr. N. W. Kestel, M.D.S. 


Course No. 14: Preventive Dentistry. 


20th August, 1951, to 24th August, 
1951. Enrolment limit—12. 
Fee for Course—£10 10s. 0d. 

This course will consider both the theoretical and practical aspects of caries 
control. There will be an introductory session on the chemistry and biochemistry 
of the caries process. | This will be followed by an explanation and evaluation of 
all commonly advocated methods of caries control combined with demonstration 
of the methods and the application of bacteriological and chemical tests for the 
determination of caries susceptibility. 


Clinicians: Mr. N. D. Martin, M.D.S., and Mr. H. R. Sullivan, M.D.S. 


Course No. 15: Inlays. 

5th November, 1951, to 9th Novem- 

ber, 1951. Enrolment limit—12. 
Fee for Course—£10 10s. 0d. 

This course will consist of a series of iectures, demonstrations and practical 
classes. The aim of the course is to discuss the fundamental theories of gold 
inlay techniques and to put into application the new methods of obtaining pre- 
cision castings. Cavity preparations and modifications will also be discussed 
at some length. 


Clinicians: Mr. W. A. Grainger, M.D.S., and Mr. H. R. Sullivan, M.D.S. 


Course No. 16: Endodontia. 


12th November, 1951, to 16th 
November, 1951. Enrolment limit—12. 
Fee for Course—£10 10s. 0d. 
This course will cover all aspects of Endodontia. The anaesthesia and oral 
surgery connected with this subject will be included in the course. 


Clinicians: Mr. J. S. Lyell, B.D.S., Mr. T. Ludwig, B.D.S., and Mr. C. H. 
Ritchie, B.D.S. 


At the time of publication of this issue of the Journal, the following courses 
have already been fully subscribed: 

Course No. 8: General Anaesthesia. 

Course No. 9: Full Denture Construction. 

Course No. 10: Orthodontics. 
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Course No. 12: Oral Surgery. 


Vacancies still exist in the remaining courses and members of the pro- 
fession who are interested should apply immediately to the Secretary, Post- 
Graduate Committee in Dental Science, Dental Hospital of Sydney, Sydney. 


The Post-Graduate Committee in Dental Science, University of Sydney, is 
to be congratulated on the programme that they have arranged for 1951 and, 
no doubt, the immediate response from many members of the profession must be 
very gratifying. 

The Committee intends to arrange other courses of instruction as the 
demand arises. Those members of the profession who were unsuccessful in their 
application for the present courses should register their names with the Secre- 
tary of the Post-Graduate Committee for further courses when arranged. In 
this manner, all members of the profession who desire to attend any of the post- 
graduate courses will be accommodated in due course. 


HONOURS AND AWARDS 
SURGEON CAPTAIN A. R. WoOLCOTT AND WING COMMANDER N. H. ANDREWS. 


Since the February issue of this Journal went to press we have received 
information that Surgeon Captain (D): A. R. Woolcott and Wing Commander 
N. H. Andrews have been honoured by His Majesty the King in that they have 
been appointed as Honorary Dental Surgeons to the King. We extend to these 
gentlemen, also, our heartiest congratulations. 


SURGEON COMMANDER J. R. RICHARDS. i 


It was announced in the Commonwealth Gazette of 25th January, 1951, that 
Surgeon Commander (D) John Ellis Richards, O.B.E., R.A.N., has been appointed 
Honorary Dental Surgeon to His Excellency, the Governor-General. 

The best wishes and congratulations of his colleagues are extended to 
Commander Richards on the receipt of this honour. 


NUFFIELD FELLOWSHIP 
Mr. H. R. Sullivan, Assistant Director of the Institute of Dental Research, 
has been awarded a Dominion fellowship by the Nuffield Foundation. This will 
enable him to work in the United Kingdom for a year. 


It is anticipated that he will leave in September and will work with 
Dr. H. J. Rogers at the University of Leeds. 


ARMIDALE CONVENTION 

At a meeting last year representatives from all country divisions of the 
Australian Dental Association (New South Wales Branch) were unanimous in 
deciding to hold a country convention in 1951 at Armidale. 

The Committee in charge of arrangements consists of R. Krauss, President 
of Congress, J. Benson, Secretary, and the Presidents of each division. 

We have learnt already that many members are taking a keen interest in 
this effort, as well as lecturers and clinicians. 
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The Warden of the New England University College has been most co- 
operative and given us full use of the College for the week, 20th-25th August. 


Full accommodation is provided at the University for about 75 dentists, and 
we hope to accommodate many more at first-class hotels in the city. 


Within the next month or so application forms will be available. 
All phases of dentistry will be dealt with and first-class lecturers and 
clinicians have been engaged to give a series of lectures and clinics to cover 


their whole fields. These lectures will be more in the nature of post-graduate 
courses rather than disjointed talks. 


It will be possible for any one member to attend two or three complete 
courses in the four or five days of convention. Details of these particulars will 
be given on application forms. 

Tennis, golf, bowls, etc., can be indulged in whenever the members wish. 


The environs of the College are delightful and we can very confidently recom- 
ment the break away from the routine of practice. Make this part of your 
vacation for the year—you won’t regret it. 


Dr. J. D. BENSON (Secretary), 
#559 Box 1638, Post Office, 
Armidale. 


DENTAL CONVENTION—FAR NORTH QUEENSLAND 


The organisers of the Dental Convention to be held at Cairns from 6th June 
to 12th June, 1951, are arranging for visitors to have a most interesting and 
enjoyable stay in the Northern Queensland area. In addition to their social 
programme, they have arranged for the following members of the profession to 
present papers :— 

Mr. E. Harrington, Tully: “Mineral deficiency in the Northern wet belt.” 

Dr. Brian Kruger, Brisbane: “Some recent advances in the science of caries 
prevention” and “The use of the airbrasive machine in cavity preparation.” 

Dr. Harvey Jenkins, Brisbane: “Orthodontic treatment problems and appliances 
for the general practitioner” and “Occlusal grinding technique in 
periodontia.” 

Dr. Haddon Kemp, Brisbane: “Oral surgery.” 

Dr. John Baird, Sydney: “Oral surgery and facio-maxillary surgery.” 

Mr. A. T. Covacevich, Cairns: “The law and the dentist.” 

Dr. C. H. Knott, Cairns: “The antibiotics in therapeutics.” 


Further information may be obtained from the Honorary Secretary, Dental 
Department, Cairns Base Hospital. 


FOR SALE 
A home with vacant possession, suitable for a dental practice. Ideally 
situated in Old South Head Road, Rose Bay; three bedrooms, glassed-in verandah, 
lounge, dining-room. Apply to Dr. M. Grattan-Smith, 108 Wanganella Street, 
Balgowlah, or ring XJ 1163. 
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VINCENT’S A.P.C IS” 
PREPARED TO THE 
ORIGINAL HOSPITAL PRESCRIPTION! 


VINCENT’S A.P.C 1s prepared to the original hospital 
prescription first prescribed by the Medical Superintendent 
of one of Australia’s largest public hospitals. Because 

the medicinal value of the constituents of VINCENT’s A.P.c 
Powders and Tablets is recognised and the worth of their 
therapeutic action has been proved for over 30 years we would 
ask you to give consideration to prescribing VINCENT’S A.P.C. 


WHEN TO PRESCRIBE VINCENT'S A.P.C 


1. BEFORE PATIENT appears at the surgery, to reduce the fear 
complex usually associated with dental operations. 


2. AFTER OPERATIONS, to alleviate post-operative pain. 


3. FOR RELIEF OF HEADACHES. either from neuralgic or 
systemic origin. 


VINCENT’s contains Aspirin to relieve the pain, 
Phenacetin to reduce the temperature and Caffeine 
to stimulate the nervous system. 


RECOMMEND VINCENT’S A.P.C WITH CONFIDENCE! 
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It is over one hundred years ago, since the firm of Flavelles 
was established in Sydney .... the first in Australia 
to seriqusly. make a study of the material needs of the 
Dental Profession. To-day, Flavelles Dental Pty. Ltd. 
is carrying out the ideals of its Founders, by giving a Service 
in keeping with the true tradition of men of courage and 
vision, for it was upon Service that the Flavelle organisation 
was built. 


Service is not a product that can be packed and wrapped 

. it is something that can only be developed by con- 
scientious and tireless effort and the moral obligation to 
“ Keep Faith.” 


To you, Flavelles pledges the continuous efforts of 
members of its organization in carrying out a real Service, 
in accordance with high ideals of The Dental Profession 
in Australia. 


FLAVELLES 


DEW 44.8. 
SYDNEY, MELBOURNE 
and NEWCASTLE 
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Dental Chair 


@ A 12 months’ 
Guarantee goes 
with each Chair. 


© The Queensland University 
Dental College, Brisbane, 
recently installed 50 Denpro 
Chairs in their new sur- 
geries. 


Immediate Delivery from appointed agents in all states 
Manufactured by 


DENTAL PRODUCTS PTY. LTD. 
GEBBIE STREET, MAYNE 
BRISBANE 
QUEENSLAND © AUSTRALIA 
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INCOME PROTECTION 


All Sickness and Accident Cover 


| 
AUSTRALIAN 
PROVINCIAL | 


53 MARTIN PLACE 
SYDNEY 


INSURE YOUN Pa WELLASYOURLIFE 


£10 or £12 per week for disablement by any sickness or accident. 


3 


Special protection for forefingers and thumbs. 

| Life and Endowment Policies also issued incorporating all sickness and accident 
cover. 

| For full list of many benefits write or phone 


| The Australian Provincial Assurance Association Ltd. 
= 53 MARTIN PLACE, SYDNEY 
BW 4201 (5 lines). 
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Stocks have now arrived of the 


NEW 


MIRACRYL TEETH 
Something New and Different in Plastic 


— Shades range from 61 to 84 or darker — 


Sole N.S.W. Distributors 


also agents for 


The American Porcelain Tooth 
Company 


- We now carry full stocks of both the 


NEW TRURAYS 


and 


NARROWFORM DIATORICS 


by ringing, a full range will 
be sent at no obligation or cost 


ASSOCIATED DENTAL PRODUCTS (N.S.W.) PTY. LTD. 
185 ELIZABETH STREET, SYDNEY. "PHONE MA 3278 
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| 
What would have been * 
your diagnosis? 


Philips Wall-type Unit 


Philips Model 2A is a 1. The hidden caries. 

compact - mounted 

unit especially designed 2. The distressing supernumerary. 

to occupy a minimum of 

space in the smaller sur- 3. The unexpectedly absent permanent 
gery. It produces highly tooth. 


detailed intra-oral and 
jaw radiographs quickly 
and easily. 


The negatives above are actual reproductions of X-Rays taken 
by a leading Macquarie Street Dental Surgeon, whose diagnoses 
PHILIPS | listed above. 


What would have been your diagnosis without efficient X-Ray? 
These negatives clearly reveal the many unsuspected dangers 
that can be detected only by X-Ray. 


That’s why it is always a sound principle to X-Ray your subject 
if you are not quite sure of its case history. 


DHILIDS DENTAL X-RAY 
APPARATUS 
PHILIPS ELECTRICAL INDUSTRIES OF AUSTRALIA PTY. LTD. 


SYDNEY * MELBOURNE ¢ BRISBANE © ADELAIDE * PERTH 
X5A-50 
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Dental, Medical, 
and Technical Printing 


YOUR STATIONERY .. . should 
Reflect the Dignity of your Profession 


When requiring Memorandum of Fees Forms, Record Cards or any kind of 
printed stationery, ask for our representative to call—we can assure you of 
quality and distinction at a moderate price. 


Technical aoa receives our special attention, and our extensive and 
exclusive range of matrices for the pig of formulae, Greek and mathe- 
matical signs and tabular matter enables us to execute this class of work at 
economic prices. 


SIMMONS LIMITED 


31-33 PARRAMATTA ROAD (Opposite University Oval) GLEBE. 
Phones : MW 2676 (4 lines). 


Local Anaesthesia 


No longer a luxury, but a recognised medium in mod- 
ern practice. A comfort to operator and patient alike. 


For Perfect Results, use : 4 


Dentosthetic Procaine 
(In two strengths: 1/1600 and 1/3000 adrenalin) 


Dentosthetic Cocaine 


Anaesthetic of outstanding merit 


Obtainable from all regular Dental Depots or the Distributors : 


KEMP & LIDDELL PTY. LIMITED . 


“Newlands House” 
141-143 ELIZABETH STREET, SYDNEY 
Phone: M 6794 
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CLEMENT’S ELECTRIC 
ASPIRATOR 


(SUCTION UNIT) 
MOUNTED ON TROLLEY 
For Use in Exodontia and 


Oral Surgery 


Adequate Suction necessitates the removal of large 
quantities of air to maintain sufficient negative 
pressure to be effective. 

Quietness and Long Life necessitate slow-moving 
parts. 

This pump fulfills the above requirements, as it has 
large capacity, 40 litres of free air per minute, high 
vacuum, 29.7” H.G., and low speed, 350 r.p.m. 
Vacuum Control can be fitted if required, so that 
suction can be set to any required degree, from the 
gentlest suction up to 29.7” H.G. 


ADVANTAGES IN USE 


Sponging with consequent risk of traumatization is eliminated. 

Visibility of operative field is maintained by rapid removal of blood, saliva, etc. 

During anaesthesia, rapid removal of debris is essential to eliminate risk of inspiration 
of foreign matter into the lungs. 


L CLEMENTS & SON 


62/64 Pacific Highway, St. Leonards, Sydney. 


XB 3492. 


Faulding’s 


ISOTONE LIQUID 


Clinical demonstrations have shown Isotone Liquid to j 

fulfil our expectations. si 
Reports from practitioners throughout the Common- 
wealth speak highly of its rapid and profound OTONE | j 
anaesthesia with total absence of toxosis and unplea- 

sant post-operative troubles. 


Isotone Liquid possesses all the qualities of a freshly 
prepared solution, and its self-sterilising non-toxic 
base ensures its keeping properties. 


Isotone Liquid represents 2°% Procaine Hydrochloride, 
1-40,000 Adrenalin Chloride in an isotonic isoionic 
(pH 6.5) self-sterilising base. 


2-0z. Vacuum Sealed Bottles ua 4/2 each 
Less 10% for | dozen bottles. 


F. H. FAULDING & CO. LIMITED 


Adelaide :: Perth :: Melbourne :: Sydney :: Brisbane and London 
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OXYCEL 


Use in Dentistry 


OXYCEL designates oxidized cellulose prepared 
from various materials, such as gauze or cotton 
by a special process of oxidation which converts 
unoxidized cellulose into polyanhydroglucuronic 
acid—an absorbable haemostatic chemical. 


OXYCEL, supplied as individual, sterile pads, 
effects prompt haemostasis when applied to 
oozing surfaces, and when left in contact with 
incised tissues is readily absorbed. When wet 
with blood it becomes slightly sticky and swells, 
forming a dark-brown, gelatinous mass. As 
soon as this discolouration occurs, bleeding 
usually ceases. 


OXYCEL is supplied in glass vials each containing 
one sterile pad 5 inches x } inch. 


FURTHER PARTICULARS ON REQUEST 


PARKE, DAVIS & CO. 


G.P.O. BOX 4198 SYDNEY 
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“KALLODENT’’ Acrylic Denture Resin 
a 
Longer 
Working 
Time... 
REMAINS WORKABLE FOR EXTENDED PERIODS j 
AFTER MIXING 
i . “Kallodent” 222 gives 2 hours doughing time at 60° F. 


a Refrigerated storage will permit dough to be worked for days. 
This slow polymerising acrylic resin Denture base is ideal when 
a longer working time is required. “Kallodent” 222 may be 

obtained in a range of shades from your regular supplier. 


7 IMPERIAL CHEMICAL INDUSTRIES 
<i OF AUSTRALIA AND NEW ZEALAND LIMITED 


KALI1.X.9141 
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Diagrammatic illustrations of (st top) the 
Jet and Venturi Tube, and (below) the 


The clinical signs exhibited by a 
patient under N,O are the result of 
the mixture of gases administered. 
In the Jectaflo, C S Model, the per- 
centage mixture of gases as indicated 
on the oxygen dial is constant at all 
flow rates of N,O. 

The fact that the mixtures are 
correctly indicated permits rapid 


assessment of, and correction for 


clinical requirements. 

Owing to the construction of the 
patented jet and venturi mixing 
device and the Oxygen Entrainment 
Control a slight movement of the 
latter produces the precise variation 
in mixture required at any stage 


Sole Wholesale Distributors: 
THE AMALGAMATED DENTAL CO. LTD. (INC. LONDON, ENGLAND) 
124 Exhibition Street, MELBOURNE and 160 Castlereagh Street, SYDNEY. 
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A 


safeguard 
against 
infection 


For surgical work and the 
sterilization of instruments. 


Although ruthless to germs, ‘Dettol’ is non-poisonous, 


and gentle to tender human tissue. 


‘Dettol’ is therefore ideal for use in surgical work and 


is invaluable in surgery maintenance. 


Instruments, basins, all exposed surfaces, can be 
entrusted with safety to the powerful but harmless protection 


from germs provided by ‘Dettol’. 


The Safe Antiseptic 
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«s harmonious pattern of contrasting 
form and color brought to its ultimate 
of beauty by a transparent cap of dew. 


Dr. Myerson’s teeth are made to follow nature’s own formula where beauty 


of form is combined with nature’s own dentine colors showing softly and 
lustrously through a transparent enamel. This remarkable duplication of 


nature’s beauty is integrated with maximum ceramic strength. This 


masterpiece has been imitated the world over but never equalled. 


Da. Myerson 
TRUE-BLEND ANTERIORS e TRUE-KUSP POSTERIORS 


IDEAL TOOTH INCORPORATED, CAMBRIDGE 39, MASS. 
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Dental Anaesthetics 


PREMOCAINE (Procaine Solution)... 
... in | Ib. and 4 oz. bottles 


STERICAINE (Cocaine Solution)... 
. in | Ib. and 5 oz. bottles 


NOVUTOX, in 2 oz. bottles 
NOVUTUBES, 2% and 3% in boxes of 100 


FOR YEARS HAVE RETAINED THEIR HIGH 
STANDARD AS DENTAL ANZASTHETICS 


Good news for the 


users of 
GYPSOGUM 


THIS UNEXCELLED IMPRES- 
SION MATERIAL IS AVAILABLE 
FROM OVERSEAS AGAIN 


For All Your Dental Requisites 


MILNE BROWNE & CO. LTD. 


Sydney: 114-120 Castlereagh Street * Brisbane: 235 Edward Street 
’Phone: M 4891, five lines *Phone: B 6617 and B 8761 


Telegrams: MILNEBROWN 
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\\. YOUNGSTERS are EASIER to HANDLE 
WHEN the REWARD is a ‘GOOD TEETH 
CERTIFICATE 


Kee 


- 
- 
- 


- 


This “‘Good Teeth” Certificate 
featuring the Walt Disney 
characters, has been specially 

designed for you to give 
to your child patients after 
treatment or regular inspections 


Issued by the makers of $.R. Toothpaste 
If you have not already received an issue of these 
certificates or require a further suppl , just fill in 
the coupon below and forward to “‘ ificate’’, 
Box 1590, G.P.O., Sydney. 


Please forward supplies of the 
ee] S.R. “Good Teeth” Certificate to a 
OE 
$R.46.FPT 
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.. methyl -5 -aminoacridine 


@ 
Salacrin 


TRADE MARK 


Ps. pyocyanea more than 1 in 5,000 


Proteus 1 in 40,000 


B. coli (Escherichia) 1 in 40,000 


B. Friedlanderi 1 in 80,000 


B. typhosum (Eberthella) 1 in 160,900 


V. cholerae 1 in 160,000 


£ 


Pasteurella 1 in 160,000 


SPECTRUM 


48 hours at 37°C. 


pH ’7.2-7.4 


B. dysenteriae Flexner (Shigella) 1 in 320,000 


Brucella 1 in 640,000 


N. meningitidis 1 in 640,000 


H. influenzae 1 in 640,000 


Cl. welchii 1 in 640,000 


Strep. viridans 1 in 640,000 


10 per cent serum broth, 


Strep. pneumoniae 1 in 320,000 


BACTERIAL: 


Cl. sporogenes 1 in 320,000 


Medium : 


i Strep. pyogenes A 1 in 320,000 


“SALACRIN” SOLUTION 
For irrigation and dressing of wounds. 
cuts, and abrasions. 


B. anthracis 1 in 320,000 


Myco. phie! 1 in 320,090 
C. diphtheriae 1 in 320,000 
Lactobacillus 1 in 320,000 


Highest Dilutions Completely Inhibiting Visible Growth in 


“SALACRIN” JELLY 
For surgical. obstetric, gynaecological 
and first aid uses. 


B. subtilis 1 in 160,000 


“SALACRIN” POWDER 
For special dispensing. 


“SALACRIN" 


Staph. aureus 1 in 80,000 


(1) Albert, A., et al., Brit. J. Exp. Path. 26, 160- (1945) 


PROFESSIONAL LITERATURE AND SAMPLES UPON REQUEST. 


Nicholas Ethical Product 
NICHOLAS PROPRIETARY LIMITED 


MELBOURNE — SYDNEY— BRISBANE— ADELAIDE — PERTH 
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Freedom from the fear of pain brings confidence 
and trust—the keynote of the dentist-patient relation- 
ship and the sure foundation of a growing practice 
and an increasing prestige. 


And it’s so easy with NITROUS 
OXIDE — OXYGEN ANAESTHESIA. 


A ’phone call to MU 2211 (Medical Section) will bring a 
representative to your surgery, or, if you prefer, illus- 
trated literature will be mailed on request. 


C.LG. (NEW SOUTH WALES) PTY. 
138 BOURKE ROAD, ALEXANDRIA, N.S.W. 


A subsidiary of THE COMMONWEALTH INDUSTRIAL GASES 
LIMITED, SYDNEY. 
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Neutral, Soluble Aspirin 


An old problem; a new solution. 


The disadvantages in the administration of aspirin 
("the safest and most widely useful of anodyne 
drugs"), derive from the fact that it is acidic and of 
low solubility. These disadvantages of aspirin, 
without loss of any of its advantages, have been 


overcome by ‘Disprin’, a 
stable preparation in tablet 
form which dissolves rapidly 
in water to produce a 
palatable solution of 
calcium aspirin. 


The therapeutic advantages of calcium 
aspirin over aspirin itself have long been 
known to the medical profession. This 
neutral salt produces the same effects as 
aspirin but, owing to its high solubility, 
with greater speed. It is also not likely 
to irritate the gastric mucosa. 

Unfortunately, however, calcium aspirin 
is an unstable compound, liable both in 
manufacture and in storage to contamina- 
tion by such nauseous breakdown pro- 
ducts as acetic and salicylic acids. 


The problem of prescribing calcium 
aspirin, free from decomposition pro- 
ducts, is solved in ‘Disprin’. This stable 
preparation in tablet form combines the 
convenience of aspirin with the therapeu- 
tic advantages peculiar to pure calcium 
aspirin. Its analgesic, sedative and anti- 
rheumatic properties, and the fact that 
even in large amounts it is unlikely to 


produce gastric disturbances, have been 


DISPRIN™ 


Soluble, stable, substantially neutral, palatable 


Clinical sample and literature supplied on application. 


RECKITT & COLMAN (AUSTRALIA) 


LTD. (Pharmaceutical Division), SYDNEY 
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A Furst Class Investment 


Now is the time 


to join 


The Australian Dental 
Association 


New South Wales Branch 


HE advantages of membership include 
receipt of “The Dental Journal of 
Australia,” an excellent Library, protection 
against unjust legal proceedings in regard to 
both professional practice and public risk 
insurance, monthly meetings, conventions, lec- 
tures and other features of interest to the 
Profession. Any dentist, who is not already 
a member, should help in safeguarding the 
future of the Profession by joining the Asso- : 
ciation now. ; 


For full particulars, apply to the— 


SECRETARY OF THE BRANCH, B.M.A. HOUSE, 
135-7 MACQUARIE STREET, SYDNEY. ’Phone: BU 3045 
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“For Quality and Economy 
in all your Printing.” 


FJ 1041 


FREE DELIVERY TO ALL STATES 


(ESTAB. 30 YEARS) 


Let us know your requirements 
and samples with prices will be sent. 


267 GEORGE STREET, SYDNEY 


All kinds of Dental 


Stationery and Chart Cards. 


(2 LINES) 


CO-AG 
CO-AG-SED 


CLINICALLY-PROVED 
DENTAL HAEMOSTATICS 


For Positive Control of Haemor- 
rhage and Relief of Post-Operative 
Pain and Soreness. 


Use, and prescribe with confi- 
dence, CO-AG and CO-AG-SED. 


Fully proved by clinical test, for the pro- 
phylaxis and treatment of dental haemor- 
rhage. 

Co-Ag is orally administered and quick in 
action. 

Non-toxic, non-irritant, entirely reliable. 
Co-Ag gives positive haemorrhage control. 
Co-Ag-Sed quickly relieves post-operative 


pain. 
Co-Ag-Sed allays natural stiffness and 
soreness. 


q CO-AG and CO-AG-SED are indispensable to the 
| busy practitioner. They are available from 
a Chemists and Dental Depots. 

MEDICUS LABORATORIES 

= 73 YORK STREET, SYDNEY. Phone: BX 1991. 


MEDICUS 
PRODUCT No. 2 
CO-AG 
FOR PREVEN- & 
TION AND 
TREATMENT OF 
DENTAL 
HAEMORRHAGE 
MEDICUS 
PRODUCT No. 3 
CO-AG-SED 
TO RELIEVE 


DENTAL PAIN 
AND CONTROL 
HAEMORRHAGE 
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manufacturing in Australia during the past fifteen years. 


This modern factory depicts the remarkable growth of scientific dental | 


SIL-ORA DENTAL PRODUCTS 


Alexandria, N.S.W., Australia 


Manufacturers ot: 


Articulating Paper; Brown, Pink and Extra Thick Base- 
plates; Aluminium, Clear and Pink Bite Waxes; Cavity 
Lining; Cup-Ora Metal; Desensitizing Paste; Dentishine; 
Devitalizing Paste; Denset; Impocoll and Mixing Guns; 
Investments; Impo Cream; Impo Paste; Brown, Pink, 
White and Elastic Impression Compositions; Blue and 
Acrylic Inlay Waxes; Linen Strips; Mummifying Paste; 
Modelling Waxes; Paper Discs; Plastic Aluminium Tray 
Outfits; Prophylaxis Paste; Pulpara; Sil-Ora Metal; 
Sticky Waxes; Tracing Sticks; Gold Casting Wax; Wax 
Shapes, etc., under the Sil-Ora and Impo Trade Marks. 


Australasian Distributors: 
L. & R. Handpieces, PeO Fine Diamond Instruments, Svedion Chrome 
Cobalt Alloy, Svedia Products, Palalux, etc. 
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The New Improved 


DOX DENTURE GRINDER 


with enclosed gear mechanism. 


Regd. Design 27598 
Price £15/15/- (plus freight). 


The Dox Grinder is an accomplished dental prosthetist, producing 
perfect functional occlusion with certainty and amazing rapidity. 


The Commonwealth Dental Supply Company Pty. Ltd. 


206 Castlereagh Street 
SYDNEY 


Box 1922 ‘Phone: M 4818 
G.P.O. Telegrams: “Comdental,” Sydney 


Say you saw it in ‘‘The Dental Journal of Australia’’ 


Printed and Published for the Proprietors, The Australian Dental Association, 
New South Wales Branch, B.M.A. House, 135-137 Macquarie Street, Sydney, 
by Simmons Limited, 31-33 Parramatta Road, Glebe, Sydney, N.S.W. 


a 4A 

i 
4 


